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ABSTRACT 
 Individuals experiencing homelessness face significant barriers to accessing 
affordable and sustainable housing and to managing their health and well-being (Baggett, 
O’Connell, Singer, & Rigotta, 2010; Munoz, Garcia, Lisak, & Reichenbach, 2006; 
National Law Center on Homelessness and Poverty, n. d.). This population experiences a 
high rate of mental health and substance use disorders, chronic health conditions, and 
brain injury (Topolovec-Vranic et al., 2017). Health care and housing programs have 
been implemented in order to address the specific needs of those experiencing 
homelessness and minimize the barriers to housing and health management (Aubry et al., 
2015; Zlotnick, Zerger, & Wolfe, 2013). Although these programs have seen success in 
increasing housing and health care access, needs remain unmet: individuals require 
ongoing support to successfully transition into housing, improve their health, and 
integrate into the community (Cherner, Aubry, & Ecker, 2017; Tsai, Mares, & 
Rosencheck, 2012). 
 Occupational therapy interventions can address the .additional needs of these 
programs by providing evaluations of cognition and function and through the 
	
	 vii 
implementation of interventions with clients to increase independent living skills. 
Occupational therapy has demonstrated effectiveness in addressing the functional needs 
of those with mental health diagnoses, brain injury, and chronic health conditions, as well 
as with individuals living within homeless shelter settings (Gibson, Jaffe, D’Amico, & 
Arbesman, 2011; Ikiugu, Nissen, Bellar, Maassen, & Van Peursem, 2017; Phelan, 
Williams, Penninx, LoGerfo, & Leveille, 2004;  Powell et al., 2016; Radomski, Anheluk, 
Barzen, & Zola, 2016; Roy et al., 2017; Thomas, Gray, & McGinty, 2011).  
An occupational therapy program was developed within a health care agency 
specifically serving those experiencing homelessness. This program was designed to 
meet the needs of the agency and its clients by increasing access to functional 
rehabilitation services. Occupational therapy services increased access for clients to 
function-based interventions, improved inter-disciplinary care, and increased knowledge 
of functional and cognitive abilities of clients. The significance of the outcomes of this 
occupational therapy program were evaluated in order to demonstrate the effectiveness of 
this model and provide further evidence into the efficacy of occupational therapy 
interventions within health care settings serving adults experiencing homelessness.   
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	  Homelessness remains a significant social and health inequity issue in the 
United States, with over 553,742 individuals experiencing homelessness on a single night 
(Henry, Watt, Rosenthal, & Shivji, 2017).  There are many factors that contribute to a 
person becoming homeless, including poverty and health (National Low Income Housing 
Coalition [NLIHC], 2017; To et al., 2016; Topolovec-Vranic et al., 2017). Studies have 
reported a high prevalence of mental health and substance use diagnoses, brain injury, 
and chronic conditions among those experiencing homelessness (Topolovec-Vranic et al., 
2017; Zlotnick & Zerger, 2008). In response, models of supportive housing and 
integrated health care have been developed to address the specific and complex health 
needs of this population. Models such as Housing First and Health Care for the Homeless 
(HCH) have increased access to permanent housing, mental health and primary care, and 
case management services (Aubry et al., 2015; Rabiner & Weiner, 2012). Although these 
models demonstrate positive health and housing outcomes, individuals experiencing 
homelessness continue to experience barriers to accessing health care, especially 
rehabilitation services such as occupational therapy (OT) (Baggett, O’Connell, Singer, & 
Rigotti, 2010). Individuals transitioning into housing continue to experience decreased 
community engagement after housing and demonstrate a need for attention to daily living 
skills to support overall health and recovery (Foster, LeFauve, Kresky-Wolff, & 
Rickards, 2010; Tsai, Mares, & Rosencheck, 2012). Further, studies have shown a high 




in addressing cognitive and functional needs (Depp, Vella, Orff, & Twamley, 2015; 
Spence, Stevens, & Park, 2004). This uncertainty may affect housing transitions, 
integration into the community, and appropriateness of support services provided. This 
presents two related problems for addressing the needs of adults experiencing 
homelessness: access to occupational therapy services and the resulting limited 
understanding of cognitive and functional performance needs.  
Problem One: Access to Occupational Therapy Services 
Occupational therapy has been shown to be a beneficial health care support to 
individuals experiencing homelessness and can increase functional outcomes, yet many 
are unable to access these services (Bradley, Hersch, Reistetter, & Reed, 2011; Gibson, 
D’Amico, Jaffe, & Arbesman, 2011; Helfrich & Fogg, 2007; Sinatra & Eschenauer, 
2012; Thomas, Gray, & McGinty, 2011). Integrated health care agencies serving this 
population are not always aware of the benefits of occupational therapy, even though OT 
interventions could improve health outcomes in these settings (Muir, 2012). This results 
in few agencies employing occupational therapists (Muir, 2012).  Occupational therapists 
are often interested in serving this population and working in emerging practice settings 
such as integrated primary care (Holmes & Scaffa, 2009). However, occupational therapy 
practitioners often feel they lack the evidence and/or the resources to approach existing 
programs, or must enter the agencies through alternative positions other than 
occupational therapist and are limited in their role to use OT skills (Holmes & Scaffa, 
2009; Lauckner, Pentland & Paterson, 2006). Occupational therapy programs for adults 




experiences, or are grant-funded (Roy et al., 2017). This prevents sustainability of 
occupational therapy services, limits resources, functional spaces, and adequate funding, 
and may not allow for the time needed for interventions to be most effective (Grandisson, 
Mitchell-Carvalho, Tang, & Korner-Bitensky, 2009;  Thomas et al., 2011). Additionally, 
existence of occupational therapy outside of health care agencies limits occupational 
therapy practitioners’ ability to collaborate with other providers, reducing 
interdisciplinary care coordination. Typical occupational therapy programming in shelters 
occurs in group formats, when individualized interventions may be more effective 
(Thomas et al., 2011).  
Individuals who are homeless often experience barriers that are environmental 
and person-centered, significantly limiting occupational experiences, both meaningful 
and necessary (Munoz, Garcia, Lisak, & Reichenbach, 2006; Thomas et al., 2011). 
Because of this, many adults who are homeless are unable to access OT services to 
address contextual barriers and build essential skills for community engagement. Existing 
rehabilitation programs, such as traditional outpatient therapy programs, are often 
structured in ways that limit those experiencing homelessness in receiving services there. 
These structural limitations reflect client reported barriers to care, such as little flexibility 
with missed or late appointments, locations that are difficult to access, and insurance 
requirements (Baggett et al., 2010). Thus, despite the demonstrated effectiveness of 
occupational therapy interventions for adults experiencing homelessness, many in this 





Problem Two: Cognitive and Functional Needs of Adults Experiencing 
Homelessness 
Previous research has suggested that adults who are homeless often have a 
cognitive impairment and multiple medical co-morbidities impacting their ability to 
complete functional tasks, such as self-care or managing health care (Depp et al., 2015; 
Spence et al., 2004). However, these studies are scarce and do not use a consistent 
methodology for assessing cognitive impairment (Depp et al., 2015). Even fewer studies 
are available regarding the functional skills of individuals and how this might relate to 
their cognition, if at all (Helfrich & Fogg, 2007; Raphael-Greenfield, 2012). This 
program evaluation contributes to the body of evidence regarding cognitive and 
functional skills of adults experiencing homelessness. Understanding a relationship, or 
the lack of one, will not only describe the functional performance strengths and barriers 
of individuals who are homeless, but also provide a framework for assessing for and 
addressing cognitive and functional needs. Understanding patterns and prevalence of 
cognitive impairment or functional difficulties will help health care agencies improve and 
tailor their services more effectively. Occupational therapists are well qualified to assess 
for both cognitive abilities and function.  Recent research within occupational therapy 
practice has emphasized the importance of using functional assessments to identify the 
impact of cognitive impairments and these assessments have been found to be more 
sensitive in identifying functional cognition difficulties than traditional screening tools 
(American Occupational Therapy Association [AOTA], 2015; Giles, Edwards, Morrison, 




Integration of occupational therapy into Health Care for the Homeless sites and 
other integrated care agencies serving adults experiencing homelessness provides a 
solution to the problems identified in this chapter. Co-locating occupational therapy 
within these agencies increases access to functional rehabilitation services that may 
otherwise be quite limited to this population. This, then, allows occupational therapy 
practitioners the opportunity to assess for and address cognitive and functional skills of 
clients within these clinics and to support a positive transition into housing and 
integration into the greater community.  Using evidence-based research is a powerful way 
to articulate the distinct value of occupational therapy; however, limited evidence exists 
supporting the role of occupational therapy in integrated care sites and for adults 
experiencing homelessness (Herzberg, Ray, & Miller, 2006; Roberts et al., 2014). Lack 
of evidence inhibits occupational therapists’ ability not only to work in these settings, but 
to be reimbursed. Unfortunately, reimbursement is the driver in many health care settings 
and can limit practitioners’ ability to work with clients who need OT services (Holmes & 
Scaffa, 2009).  Demonstrating the value of occupational therapy in these settings and 
with the homeless population may support external and internal funding for an 
occupational therapy role.  
Conclusion 
In order to address the issue of limited access to occupational therapy services and 
to understand the cognitive and functional abilities of clients served, Health Care for the 
Homeless in Baltimore developed a full-time, onsite occupational therapy position. This 




contributes new evidence regarding occupational therapy practice with adults 
experiencing homelessness. First, through qualitative and quantitative methods, the 
structure, acceptability, and outcomes of intervention were analyzed to describe a 
program model. Second, using quantitative methods, results of cognitive and functional 
assessments were analyzed to determine relationships and patterns of performance of a 
sample population of adults experiencing homelessness. By completing this program 
evaluation, an evidence-based model of occupational therapy in integrated health care 
settings for adults experiencing homelessness can be developed and generalized, in order 






 Theoretical and Evidence Base for Integration of Occupational Therapy into 
Health Care for the Homeless Programs 
Problem One: Access to Appropriate Support Services 
 There is not one single origin of homelessness, although much of the literature 
within has focused on poverty as the primary indicator of homelessness (National Law 
Center on Homelessness and Poverty [NLCHP], n. d.). Health care providers who work 
with homeless adults understand that these individuals often present with complex and 
multiple health needs (Baggett, O’Connell, Singer, & Rigotti, 2010). What has been more 
recently understood is that significant health conditions and events, along with poverty, 
are often the factors that cause a person to become homeless (NLCHP, n.d.; Topolovec-
Vranic et al., 2017).  
However, becoming homeless does not have to mean an individual remains 
homeless forever. When receiving the appropriate support services, individuals can 
transition from homelessness back into independent living in the wider community 
(Tsemberis & Asmussen, 1999). Appropriate support services provide client-centered 
interventions that address the multiple pre-existing health needs, cognitive and functional 
abilities, and assist individuals in navigating economic and social support systems for 
financially stability (Aubry et al., 2015; Tsemberis & Asmussen, 1999). When support 
services are not appropriate and do not address the needs of individuals, persons who are 
homeless often experience significant barriers to successful re-engagement in the 




housing loss, and in some cases, early mortality (Aubry et al., 2015; Baggett et al., 2010). 
Many existing programs seek to provide appropriate support services; however, as noted 
in Chapter 1, they do not incorporate occupational therapy services as a standard practice 
of care. Support programs may become more effective and client-centered and move 
clients towards greater community integration by including occupational therapy 
practitioners who can address functional performance and community integration skills. 
Figure 2.1 presents a visual representation of Problem One. 
Figure 2.1  












Problem Two: Addressing Cognitive and Functional Performance 
in Support Services 
Services for individuals experiencing homelessness are most effective when they 
are comprehensive and focus on addressing the health and economic needs (Aubry et al., 
2015).  Many existing programs effectively address health and economic needs through 
targeted interventions. However, there continues to be an unmet need in the majority of 
these programs in understanding the impact of cognitive impairment on this population, 
as well as lack of ability to assess for and address functional skills to transition into 
independent living (Burra, Stergiopoulos, & Rourke, 2009; Depp, Vella, Orff, & 
Twamley, 2015; Helfrich & Fogg, 2007; Raphael-Greenfield, 2012; Spence, Stevens, & 
Park, 2004). Often there are multiple assumptions regarding an individual’s ability to care 
for themselves after experiencing homelessness (Tsemberis & Asmussen, 1999). 
However, these individuals are experiencing restricted environments such as shelters or 
street dwellings, effectively precluding the practice, demonstration or use of functional 
skills that they may have obtained at various points in their lives. Literature within 
neuropsychiatry has often linked cognitive performance to functional performance; 
however, many of these measures are paper-pencil tasks and do not include observation 
of actual skills (Raphael-Greenfield, 2012; Jekel et al., 2015; Seidman et al., 2003; 
Wesson, Clemson, Brodaty, & Reppermund, 2016). Although cognitive abilities can 
impact a person’s independent living skills, it is not a direct connection between a score 
on a cognitive assessment and ability to clean, pay bills, prepare meals, etc. The field of 




indicates a need for use of functional based assessments to measure functional cognition 
(Giles & Wolf, 2017).  
Many providers working within settings addressing homelessness do not have 
access to occupational therapy (OT) services that might address functional and cognitive 
needs of clients (Helfrich & Fogg, 2007). Although many programs adequately address 
health and housing priorities, these programs can be enhanced by integrating 
occupational therapy practitioners who can provide information regarding a client’s 
cognition and functional performance, and become a support service that enhances 
quality of life as individuals transition out of homelessness. Figure 2.2 provides a visual 
representation of Problem Two.  
Figure 2.2 






In order to address both Problem One and Two, an OT program was implemented 
at Health Care for the Homeless in Baltimore. Further described is the theoretical 
framework and existing evidence for the development of this program.  
Theoretical Framework: Ecology of Human Performance 
The causes of why a person may become homeless are complex and multi-
faceted. Often, it is not one distinct cause, but a conglomeration of many factors that 
results in a loss of stable, independent housing. Using the theoretical framework of 
Ecology of Human Performance [EHP], the multiple influences on a person’s history, 
current occupations, and ability to meet future goals can be more wholly understood 
(Dunn et al., 1994).  EHP is a proposed theoretical framework that can be applied to 
clinical situations experienced by occupational therapists (Dunn, Brown, & Youngstrom, 
2003).  EHP views a person’s occupational performance by examining individual person 
factors and how these factors interact with the various contexts a person encounters 
(Dunn, Brown, & McGuigan, 1994). Differing from other ecological models, the authors 
of Ecology of Human Performance propose that the environment should not be 
considered a feature that influences occupation, but that the performance of the person 
cannot be understood outside of their contexts (Dunn et al., 1994, p. 595). The major 












Using the framework of EHP, occupational therapists may begin to understand 
both the person and contextual factors that contribute to becoming homeless, as well as 
how these factors influence the tasks a person can complete, ultimately determining what 
occupations they are able to engage in. Often, the combination of person and contextual 
factors inhibit a person’s ability to obtain and maintain independent living.  The 
restrictive state of homelessness impacts how individuals are able to interact with their 
contexts, resulting in a decreased performance range. Restricted contexts, such as 
poverty, often interplay with person factors that can limit performance.  There may be 
person factors, such as mental health symptoms or cognitive impairment, that influence 
the person’s ability to effectively interact within their available contexts. These multiple 
factors can make developing support programs more challenging; however, the 
application of EHP can support the development of effective programs by addressing the 
contextual and person-factors that may inhibit the participation in the important 
occupation of independent living. In order to understand the multiple factors contributing 
to homelessness and the potential needs of support programs, an extensive literature 
review was completed in order to assess the person factors and the contexts influencing 
individuals experiencing homelessness. 
Contextual Factors  
Poverty. The contextual factors of finances and economic status are significant 
contributors to individuals becoming and remaining homeless. The housing and rental 
markets within the United States are competitive and the wages and earnings of low 




In the most recent analysis, an extremely low-income household, defined as 
whose income is less than the poverty level or 30% of their area’s median, cannot afford 
the average cost of a modest one-bedroom rental home in any state (National Low 
Income Housing Coalition [NLIHC], 2017). The high cost of rental housing has resulted 
in more than 11.2 million severely cost-burdened renter households spending more than 
half of their income on housing. This leaves little remaining income to cover other 
priority expenses, such as food, utilities, or emergency savings (NLIHC, 2017c).  
 Individuals with disabilities are also as at a disadvantage for finding affordable 
housing. In 2017, the average Social Security Income benefit was $735 per month (Social 
Security Administration, 2017). However, the national average monthly income needed 
to afford a one-bedroom apartment at fair market rent is $2,742, over 3 times higher than 
a person’s Social Security Income (NLIHC, 2017). Thus, a single adult living with a 
disability on Social Security Income is likely unable to find an independent dwelling that 
is affordable. Several subsidy programs exist to assist with making rental payments; 
however, the current level of public subsidies is inadequate to meet the housing needs of 
low income households (NHLIHC, 2017). Only one out of four eligible low-income 
households receives housing assistance; this may be due to closed lists for Housing 
Choice Vouchers or wait times of 1.5 years or more before receiving a voucher (NLIHC, 
2016). 
Individuals who are employed at minimum wage are tenuously housed, as they 
are unlikely to be able to save for emergencies or sustain housing after job loss. Lower 




unable to sustain housing following a significant health event (Argintaru et al., 2013; 
Miller-Cribbs et al., 2016). Those who experience a health event, such as a stroke, 
traumatic brain injury, or sustained depressive episode, have a higher risk to become 
homeless if support networks are not available to provide temporary housing or financial 
support. Additionally, staying with others can be considered “unstably housed” or 
transitionally homeless, as this person has no stake or claim on their dwellings, such as a 
lease. Individuals who rely on Social Security Income also have limited means to save 
and prepare for emergencies, such as an unexpectedly high utilities bill or medical care 
not covered by their insurance. Individuals who receive Social Security benefits also have 
limitations on assets, which can inhibit their ability to invest or plan for unexpected 
events, which could result in inability to pay rent and housing loss (Social Security 
Administration, 2017).  Limited income can make it extremely difficult to re-enter the 
competitive housing market after becoming homeless. 
Restricted environments. Individuals experiencing homelessness live within 
restricted contexts, significantly limiting access to occupational roles and ability to 
complete needed functional tasks (Bradley, Hersh, Reistetter, & Reed, 2012; Thomas, 
Gray, & McGinty, 2017). Individuals living at a shelter identified needs regarding 
opportunity for self-care and productive roles (Herzberg, Ray, & Miller, 2006; Munoz, 
Garcia, Lisak, & Reichenbach, 2006). Individuals who are homeless also have decreased 
access to health care services and ability to complete basic health management routines, 
such as safely storing and taking medications (Munoz et al., 2006). The structure of 




complete instrumental activities of daily living (IADL), such as laundry (Helfrich & 
Synovec, in press). Individuals who stay on the streets instead of shelters also have 
unbalanced routines, often moving from various locations for sleep and rest to find meals, 
shelter from weather, and complete activities of daily living (ADL) such as bathing and 
toileting (Helfrich & Synovec, in press). Within these routines, individuals must navigate 
the “work hours” of social service programs, meet with case managers at various 
facilities, and access meal programs. The available times of programs may conflict and 
the need to walk or use public transit between locations result in individuals facing 
difficult choices of meeting with their case worker, following up on their benefits, or their 
meal for the day.  
Living in shelters or on the streets minimizes the opportunity for individuals to 
learn and use skills for more complex tasks, limiting their ability to gain and maintain 
skills needed for independent housing. Focusing on basic needs, such as safety and self-
care, and traumatic experiences may further inhibit cognitive capacities and enhance 
behaviors that may be considered maladaptive for independent living (Henwood, 
Derejko, Couture, & Padgett, 2015a). Despite these barriers, many individuals are able to 
transition into independent housing when provided with appropriate support services to 
address these needs.  Although individuals are able to maintain independent living with 
appropriate supports, they may experience difficulty developing new routines and 
engaging fully with their communities (Gulcur, Tsemberis, Stefanic, & Greenwood, 
2007; Henwood et al., 2015a; Kloos & Shah, 2009; Marshall & Rosenberg, 2014; Wong 




Person Factors  
Health Conditions. Health conditions are a considerable set of person-factors 
influencing individuals who are homeless. Individuals who have experienced 
homelessness, and especially who have been chronically homeless, have an increased risk 
of mental health, chronic health, and substance use conditions, as well as an increased 
incidence of brain injury (Backer & Howard, 2007; Foster, LeFauve, Kresky-Wolff, & 
Rickards, 2010; Hwang et al., 2008; Jones et al., 2009; Patterson, Moniruzzaman, & 
Somers, 2014; Substance Abuse and Mental Health Administration [SAMHSA], 2011; 
To et al., 2016; Topolovec-Vranic et al., 2017; Zlotnick & Zerger, 2008). Some studies 
have indicated that mental health symptoms, substance use, and traumatic brain injury 
pre-date the person becoming homeless (Hwang et al., 2008; Shinn, Gottlieb, Wett, & 
Bahl, 2007; Topolovec-Vranic et al., 2017). Given the data that exists demonstrating the 
susceptibility of those living in poverty to becoming homeless, it is not a stretch to 
propose that chronic conditions or significant health events, such as a stroke or heart 
attack, would increase the likelihood of an individual living in poverty becoming 
homeless. Any significant medical condition that results in job loss or decreased hours 
worked will put low-income individuals at a higher risk of losing independent housing if 
other resources and support systems are not available. Individuals living in poverty are 
more likely to have experienced “Adverse Childhood Experiences” (ACES), which have 
been found to increase risk of chronic and mental health conditions and increase the risk 
of becoming homeless later in life (Patterson et al., 2014). These pre-existing conditions 




Individuals who are homeless have less access to health insurance and health care 
services, feel stigmatized by health care systems, and seek fewer preventative services 
(Baggett et al., 2010; Cocozza Martins, 2008; Miller-Crib et al., 2016; Nickasch & 
Marnocha, 2009; Reid, Vittinghoff, & Kushel, 2008). They may frequent emergency 
rooms only once a health issue has become significant; the delay in treatment may result 
in further disability as well as inability to re-engage in the work force or to independently 
care for themselves (Parker, 2010; Reid at al., 2008). These individuals may seek out 
social services for income, such as Social Security Income; however, this process from 
application to income may take several years.  
Cognition.  Although a range of evidence exists regarding the cognition/cognitive 
difficulties of individuals with a history of brain injury, mental health conditions, and 
cerebrovascular accident [CVA], there is limited evidence regarding the cognition of 
individuals experiencing homelessness (Backer & Howard, 2007; Depp et al., 2015; 
Powell, Rich, & Wise, 2016; Sun, Tan, & Yu, 2014). Existing studies examining 
neuropsychological and cognitive function have identified that individuals experiencing 
homelessness generally performed lower than the norms for their age groups, on 
measures of memory, intelligence, executive function, language, visuospatial, and 
processing speed (Andersen et al., 2014; Burra et al., 2009;  Caplan, Schutt, Turner, 
Goldfinger, & Seidman, 2006; Depp et al., 2015; Hurstak et al., 2017; Joyce & Limbos, 
2009;  Pluck & Lee, 2012; Pluck et al., 2011; Schmitter-Edgecombe, Parsey, & Cook, 
2011; Seidman et al., 2003; Spence et al., 2004). Evidence indicates that individuals with 




experience higher rates of cognitive impairment (Anderson et al., 2014; Rojo-Mota, 
Pedrero-Perez, & Huertas-Hoyas, 2017; Su et al., 2011). Two studies examined cognitive 
function using occupational therapy measures, both of which additionally found higher 
rates of decreased cognitive function within a population of homeless adults (Helfrich, 
Chan, & Sabol, 2011; Raphael-Greenfield, 2012).  However, Depp et al. (2015) found 
that gaps in the literature exist due to the inconsistency in measures used to assess for 
cognition, making comparisons across studies more difficult.  
Decreased cognitive skills can have a significant impact on a person’s ability to 
follow complex instructions, navigate complex social and health care systems, respond to 
new problems, and self-organize in order to maintain belongings or accomplish tasks 
(Allen, 2007). The experience of being homeless may only exacerbate these impairments, 
because of continually changing environments, structures, demands, and safety concerns.  
The impact of decreased cognition as a result of mental health, brain injury, traumatic 
experiences, and overall lower education may also increase the risk of becoming 
homeless due to difficulties in navigating complex insurance, social service, and housing 
programs (Andersen et al., 2014; Backer & Howard, 2007; Burra et al., 2009; Gutman at 
al., 2004; Hwang et al., 2008; Hux, Schneider, & Bennett, 2009; Pluck & Lee, 2012; 
Spence et al., 2004). Without appropriate supports following a hospitalization or 
rehabilitation stay, single adults may no longer be able to maintain independent living 
either financially and/or functionally, resulting in becoming unstably housed by 




 Functional skills. Much of the literature that exists regarding the cognitive and 
functional performance of adults experiencing homelessness has been collected through 
neuropsychology assessments (Depp et al., 2015). The literature that exists is scarce and 
provides mixed evidence that lower cognitive skills indicate functional abilities (Caplan 
et al., 2006; Chang, Helfrich, & Coster, 2013; Helfrich et al., 2011; Helfrich & Fogg, 
2007; Raphael-Greenfield, 2012;  Schmitter-Edgecombe et al., 2011; Seidman et al, 
2003). Preliminary outcomes have indicated that cognitive screens cannot predict 
functional skills in this population (Synovec & Merryman, 2016). These findings are 
supported by previous research indicating there is not one single predictor of a person’s 
remaining stably housed after being chronically homeless (Aubry, Klodawsky, & 
Coulombe, 2012; Volk et al., 2016). Further, evidence demonstrates functional cognition 
as a separate set of skills than other areas of cognition (Giles et al., 2017). 
Identifying the “initial” cause of homelessness for an individual is difficult to 
determine. It is clear though, that both contextual determinants such as poverty and 
person factors such as health status are highly related to a person becoming and 
remaining homeless. For many individuals, it is a complex combination of factors that 
result in both becoming and staying homeless, resulting in a need for support services 
that will address both the health and economic barriers to acquiring housing and 







Evidence Base for Proposed Program 
Interventions to Address Contributing Factors to Homelessness 
In recent years, there has been an emphasis on identifying the best practices to 
address chronic homelessness among adults. Programs have been implemented to provide 
appropriate support services to successfully transition and maintain individuals in 
independent living; these services provide client-centered interventions that address 
multiple pre-existing health needs and cognitive and functional abilities, and that assist 
individuals in navigating economic and social support systems for financially stability 
(Aubry et al., 2015; Tsemberis & Asmussen, 1999). The types of support services needed 
are complex and multi-faceted and this chapter will outline existing evidence regarding 
these services.  
Housing services. In the past 15 years, new models of housing services have 
emerged, focusing on “housing first,” as opposed to “treatment first” models, to increase 
access to housing among adults experiencing homelessness (Tsemberis & Asmussen, 
1999). Housing First focuses on the idea that providing and accessing housing initially 
will result in better outcomes for individuals who are chronically homeless versus an 
approach that requires individuals to meet various treatment requirements to be eligible 
for housing (Aubry et al., 2015; Nelson, Aubry, & Lafrance, 2007; Tsemberis & 
Asmussen, 1999). Often, Housing First models also include “permanent supportive 
housing,” which provide ongoing supports to individuals once they are housed (Aubry et 
al., 2015; Tsemberis & Asmussen, 1999).  Major components of the Housing First 




reduction concepts (Foster et al., 2010; Nelson et al., 2014). These models also address 
the economic and monetary barriers to housing, provide mental health services (often at 
the direction of the clients), and address substance use issues, if present (Aubry et al., 
2015; Brown, Vaclavik, Watson, & Wilka, 2017; Tsemberis & Asmussen, 1999). 
Overall, Housing First programs that use permanent supportive housing principles have a 
greater percentage of individuals who access independent living/housing and also 
demonstrate increased stability in maintenance of housing (Aubry et al., 2015; 
Fitzpatrick-Lewis et al., 2011; Lee, Wong, & Rothbard, 2009; Mares & Rosencheck, 
2011; Nelson et al., 2007; Stefanic & Tsemberis, 2007; Tsemberis & Asmussen, 1999; 
Tsemberis, Kent, & Respress, 2012).  The evidence also shows that clients benefit from 
ongoing support after  the attainment of housing, which often includes transition from 
services that meet immediate and basic needs, to more complex mental health and social 
issues (Aubry et al., 2015; Fitzpatrick-Lewis et al., 2011; Foster et al., 2010; Mares & 
Rosencheck, 2011). It has also been found that individuals in Housing First programs 
have decreased emergency room visits and decreased need for services over time; 
however, other studies demonstrate that these individuals continue to experience barriers 
to accessing health care, indicating housing does not necessarily resolve health access 
issues (Fitzpatrick-Lewis et al., 2011; Parker, 2010).  
Community integration. Although housing can improve outcomes, community 
integration often remains a need for formerly homeless adults. Evidence shows that 
individuals in permanent supportive housing programs have decreased community and 




meaningful activity throughout their day (Baumgartner & Herman, 2012; Cherner, 
Aubry, & Ecker, 2017; Henwood et al., 2015a; Tsai, Mares, & Rosencheck, 2012; Yanos, 
Barrow, & Tsemberis, 2004; Yanos, Felton, Tsemberis, & Frye, 2007). Decreased social 
support was also found to be a factor influencing loss of housing and return to shelter 
living (Duchesne & Rothwell, 2016). Those who demonstrated positive social and 
community integration reported positive relationships with community members and 
landlords, rated their housing quality as good, had a choice in their independent housing, 
and were able to access community resources (Chan, Gopal, & Helfrich, 2014; Cherner et 
al., 2017; Gulcur et al., 2007; Kloos & Shah, 2009; Patterson et al., 2014; Yanos et al., 
2007). It is clear that ongoing, targeted services to increase community engagement and 
participation are needed even after the person is housed. Following the existing client-
centered models of supportive housing, ongoing supports and interventions to increase 
ability to engage within the natural community are needed to support the transition into 
independent living. There is minimal published evidence of specific community 
integration interventions for participants in permanent supportive housing programs. 
Current occupational therapy interventions for community and social integration for 
adults with mental illness and cognitive impairment may be applicable to those who have 
previously experienced homelessness, which are discussed later within this paper.   
Health care services. Adults experiencing homelessness face significant barriers 
to managing their health and accessing health services. The fewer resources a person has, 
the less likely they are to seek out or access health care (Miller-Cribbs et al., 2016; Reid 




have histories of trauma stemming from childhood. Those individuals who have more 
trauma also have more health issues and more barriers to treating these issues than the 
general population, including having to use public transportation to access health services 
or the lack of health insurance (Miller-Cribbs et al., 2016; Zlotnick & Zerger, 2008). Not 
surprisingly, this population reports a higher number of unmet health needs, indicating a 
need for specialized health services (Argintaru et al., 2013; Miller-Cribbs et al., 2016; 
Zlotnick & Zerger, 2008; Zlotnick, Zerger, & Wolfe, 2013). In response to this need, 
which was exacerbated by deinstitutionalization in the 1980’s and socioeconomic policies 
limiting social service programs, the Pew Charitable Trust and the Robert Wood Johnson 
Foundation established a grant program to fund health care sites to specifically serve 
those who were homeless, opening Health Care for the Homeless clinics across the 
country (Zlotnick et al., 2013). Health Care for the Homeless (HCH) agencies employ 
several effective and key strategies to reduce barriers to accessing health care, which 
include: flexibility in service provision, integration and team-based care, outreach 
services, community collaboration, co-location of and access to social services through 
case management, connection to community and secondary medical services, medical 
respite care, and consumer advisory boards (Zlotnick et al., 2013). The HCH model 
differs from traditional models of outpatient and primary care and demonstrates how to 
effectively engage individuals experiencing homelessness (Bonin et al., 2010; Zlotnick et 






Occupational Therapy Interventions 
 Primary care and FQHC sites. The integration of occupational therapy into 
Federally Qualified Health Centers (FQHC) is an emerging practice area. Occupational 
therapy services have previously not been included in FQHC sites for various reasons, 
including funding and billing limitations and a lack of awareness by agencies of the role 
of occupational therapy (Murphy, Griffith, Mroz, & Jirikowic, 2017). Although there is 
limited evidence regarding the co-location of occupational therapy services within FQHC 
sites, the models that do exist demonstrate co-location of services increases both 
understanding of the role of occupational therapy and the number of referrals (Murphy et 
al., 2017). There are many publications outlining the benefits of occupational therapy 
practice within primary care but limited literature exists to demonstrate the effectiveness 
of interventions within this setting (Donnelly, O’Neill, Bauer, & Letts, 2017; Muir, 
2012). Further research into the effectiveness of occupational therapy evaluation and 
intervention within FQHC sites is necessary to demonstrate the value of co-location of 
care for this population. Occupational therapy services have been integrated into many 
community-based sites, although integration into primary care has been more recent, 
limiting the evidence regarding occupational therapy-specific interventions (Chapleau, 
Seroczynski, Meyers, Lamb, & Buchino, 2012; Dahl-Popolizio, Manson, Muir, & 
Rogers, 2016; Murphy et al., 2017). 
Interventions for adults experiencing homelessness. Notably, occupational 
therapy intervention models have been demonstrated to be effective in developing 




within a shelter setting as opposed to a health care clinic (Gutman & Raphael-Greenfield, 
2017; Helfrich & Fogg, 2007; Roy et al., 2017). Individuals experiencing homelessness 
live within restricted environments, which limits their ability to develop and apply 
functional living skills and engage in meaningful and necessary occupations (Bradley et 
al., 2012). Occupational therapy interventions addressing self-care and instrumental 
activities of daily living [IADL] such as meal preparation, budgeting/money 
management, home and community safety, and leisure engagement have been found to be 
effective to address occupational needs (Helfrich & Fogg, 2007; Roy et al., 2017; 
Thomas, Gray, & McGinty, 2011). 
Interventions for adults with mental health and substance use diagnoses. 
Individuals living with mental illness and substance use disorders face barriers to 
functional engagement due to social stigma and symptoms, such as cognitive impairment, 
low motivation, and decreased initiation. Individuals with mental health diagnoses benefit 
from occupational therapy services to develop healthy routines to support the 
management of symptoms, skill-based intervention for IADL, and social skills training 
(Bejerholm & Eklund, 2007; Gibson, Jaffe, D’Amico, & Arbesman, 2011; Ikiugu, 
Nissen, Bellar, Maassen, & Van Peursem, 2017; Kannenberg, Amini, & Hartmann, 2010; 
Speicher, Walter, & Chard, 2014). Client-centered interventions ensure that occupational 
therapy interventions promote recovery and community integration, fitting well within 
the scope of occupational therapy practice (Synovec, 2015).  
Interventions for adults with brain injury. Traumatic brain injury  [TBI] and 




functional skills following an injury, which impact engagement in occupational roles 
(Brown, Mapleston, Nairn, & Molloy, 2012; Kelly-Hayes et al., 2003; Radomski, 
Anheluk, Barzen, & Zola, 2016). Individuals with moderate to severe brain injury benefit 
from occupational therapy interventions to address self and independent living skills, as 
well as improving cognitive skills (Kim & Colantonio, 2005; Phipps & Richardson, 2007; 
Powell et al., 2016; Radomski et al., 2016; Rohling, Faust, Beverly, & Demakis, 2009; 
Speicher et al., 2014). Although many of the evidence-based interventions are 
interdisciplinary, OT-specific interventions for adults with brain injury in the community 
have been found to be effective in improving functional outcomes and performance 
(Doig, Fleming, Cornwell, & Kuipers, 2009; Wilkins et al., 2003).  
 Intervention for adults with chronic conditions. Individuals with chronic 
conditions present with occupational performance needs such as: developing healthy 
habits and routines, self-management, and medication management, in addition to basic 
activities of daily living [ADL]. Occupational therapy interventions that are client-
centered to develop necessary skills to manage chronic health conditions, such as 
diabetes or cardiovascular diseases, are effective in increasing health management and 
medication management, participation in ADL and physical activity, and managing pain 
(Bartels et al., 2004; Phelan, Williams, Penninx, LoGerfo, & Leveille, 2004;  Schwartz et 
al., 2017). 
Occupational Therapy Assessment for Cognition and Function  
 Assessing cognition in persons experiencing homelessness.  The meta-analysis 




cognition was the Mini Mental Status Exam, though they reported that no measure was 
consistently used across the population. There is a large variety of measures available for 
measuring cognitive performance, as the concept of cognition is broad and comprised of 
many sub-skills, such as memory, attention, executive function, etc. Due to the 
complexity of cognition and variety of assessments, there is not one specific cognitive 
measure identified as most effective for the homeless population. Although varied in the 
aspects of cognition that are measured, both the Montreal Cognitive Assessment (MoCA) 
and the Allen Cognitive Level Screen v. 5 (ACLS-5) have been found to be effective in 
measuring cognitive performance of individuals with mental illness, substance use 
disorders, and brain injury and are used within occupational therapy practice (Allen et al. 
2007; Cumming, Berhnhardt, & Linden, 2011; Nasreddine, et al. 2005;  Rojo-Mota, 
Pedrero-Perez, Huertas-Hoyas, Merrit, & McKenzie, 2017; Scanlan & Still, 2013; Su et 
al., 2011).  
  Assessing function in persons experiencing homelessness. Several 
occupational therapy assessments have been developed to evaluate functional 
performance in adults with a spectrum of diagnoses. Two specific functional performance 
measures, the Executive Function Performance Test (EFPT) and the Assessment of 
Motor and Process Skills (AMPS) have been demonstrated to effectively assess function 
and performance factors influencing participation in daily occupations (Baum et al., 
2008; Fisher & Bray Jones, 2010). These measures have been demonstrated to accurately 
assess function and independence in functional tasks in individuals with mental illness, 




Widell, Andersson, Dahlin-Ivanoff, & Gosman-Hedstrom, 2011; Fisher & Bray Jones, 
2010;  Katz, Tadmor, Felzen, & Hartman-Maeir, 2007; McNulty & Fisher, 2011; Merritt, 
2011; Merritt, 2010). The EFPT has been specifically used in populations of adults 
experiencing homelessness (Raphael-Greenfield, 2012). The AMPS has not been 
specifically used in settings for a population of individuals experiencing homelessness; 
however, it has been used across relevant diagnostic populations and its requirement that 
only familiar functional tasks are used within the assessment suggests that it could be 
appropriately applied to this population (Ayres & John, 2015; Moore, Merrit, & Doble, 
2010). Functional performance measures are, at times, used to predict level of 
independence and/or need for supports in the community; however, it is also indicated 
that these measures should be considered with other relevant factors that influence 
occupational performance (Ayres & John, 2015; Merritt, 2010; Raphael-Greenfield, 
2012; Volk et al., 2016). For individuals experiencing homelessness, these factors may 
include previous experiences and contexts, existence of diagnostic co-morbidities and 
symptoms, availability and quality of support systems, and physical environment. 
Use of cognitive and functional assessments to determine level of 
independence. There is considerable evidence to indicate that cognitive and 
neuropsychological tests are effective in measuring cognitive capacities, though these test 
results do not necessarily translate to functional performance (Giles, Edwards, Morrison, 
Baum, & Wolf, 2017; Schmitter-Edgecombe et al., 2011; Toglia et al., 2017). There is 
also criticism that these assessments are not sensitive to those with mild cognitive 




performance difficulties in the community due to cognitive deficits (Giles et al., 2017; 
Toglia et al., 2017). Cognitive screening tools may also misidentify those with lower 
levels of education as cognitively impaired (Toglia et al., 2017; Carson, Leach, and 
Murphy, 2017; Rossetti, Lacritz, Munro Cullum, and Weiner, 2011). Functional 
performance is highly influenced by a variety of factors, including context, familiarity of 
tasks, experiences of the individual, and symptoms, in addition to cognitive abilities. 
Thus, the literature has indicated that in order to identify a person’s capacity to complete 
functional tasks, observation and assessment of the individual completing these tasks, 
using performance-based assessments, is the most effective method (Giles et al., 2017; 
Kizony & Katz, 2002; Marom, Jarus, & Josman, 2006; Toglia et al., 2017). In order to 
have a complete picture of a person’s cognitive and functional capabilities, both cognitive 
screening measures and functional assessments are beneficial. The use of both types of 
measures will more accurately predict levels of assistance needed, independence in skills, 
and need for services (Hartman-Maeir, Katz, & Baum, 2009; Scanlan & Still, 2013; 
Toglia et al., 2017). Occupational therapists currently use both cognitive screening 
measures and functional assessments in many settings and would be capable of 
implementing these measures within an FQHC setting for individuals experiencing 
homelessness.   
Need for Occupational Therapy 
 Achieving independent living for those who have been chronically homeless is a 
significant outcome and supports the continued need for implementation of housing and 




ongoing care for individuals who are within these programs is needed. Individuals 
transitioning into independent living after many years of homelessness may have 
difficulty developing new habits and routines, engaging socially within their 
communities, and may continue to have chronic conditions that require ongoing 
management (Foster et al., 2010; Henwood, Byrne, & Scriber, 2015; Marshall & 
Rosenberg, 2014; Tsemberis et al., 2012).  Individuals who are homeless seeking health 
care often encounter multiple barriers, even for basic primary care, and benefit from 
integrated models of care (Fitzpatrick-Lewis et al., 2011). Individuals who are homeless 
present with occupational needs prior to becoming housed, including supports to manage 
complex health conditions, engagement in priority occupational roles, and skill 
development that facilitates the transition into housing (Munoz et al., 2006).  
Occupational therapy services for adults who are and have been homeless have 
been demonstrated to be effective in improving functional living skills and developing 
skills for community engagement (Gibson et al., 2011; Helfrich & Fogg, 2007; Gutman, 
Raphael-Greenfield, & Simon, 2016; Munoz, Dix, & Reichenbach, 2006; Thomas et al., 
2011). Individuals who have decreased cognitive skills from events such as TBI or CVA 
benefit from occupational therapy services in traditional settings and have good 
functional outcomes following engagement in occupational therapy services (American 
Occupational Therapy Association, 2013). New models of occupational therapy in 
primary care settings and existing programs within homeless shelters indicate a 
promising approach to engaging individuals who are homeless in occupational therapy 




improve the likelihood of individuals engaging in services. Access to occupational 
therapy may only improve the already positive outcomes of health care and housing 
agencies serving this population. Most importantly, access to occupational therapy may 
enhance quality of life of individuals who are transitioning from homelessness into stable 
housing.  Application of EHP allows providers to understand contextual factors as it 
relates to each individual’s experience of homelessness and develop effective programs 
that address contextual and individual barriers. Table 2.1 provides a framework for 
applying EHP in order to develop occupational therapy services within Health Care for 
the Homeless agencies.  
Table 2.1 
Sample Occupational Therapy Interventions using EHP Constructs 
 
EHP Construct Occupational Therapy Interventions 
Establish/Restore a person’s ability to 
perform in context. 
Interventions for skill development for 
identified IADLs or self-care areas.  
Adapt contextual features and task 
demands so they support performance in 
context. 
Modify the context or environment to 
support independence in tasks, at home and 
in shelter settings. 
Prevent the occurrence or evolution of 
maladaptive performance in context 
Skill development to prevent housing loss 
or instability.  
Alter actual context in which people 
perform. 
Transitioning the person from homelessness 
to housing. 
Create circumstances that promote 
more adaptable/complex performance in 
context 
Creating agency-wide programs that benefit 
all individuals being housed, not contingent 
on deficits and/or disability.  








 A review of the evidence literature indicates that there are several types of 
effective interventions for adults experiencing homelessness to transition into stable 
housing and improve health outcomes. Gaps in services continue to exist, most notably in 
the consistent involvement of providers to work with the individual to help increase their 
functional, cognitive, and community integration skills. There is a significant volume of 
evidence supporting occupational therapy interventions which address each of these gaps 
within community and primary care settings. Chapters 3 and 4 provide a thorough review 
of the outcomes of integrating occupational therapy into Health Care for the Homeless, 
evaluating the effects of intervention, functional and cognitive assessments, and co-
location of care. The occupational therapy program incorporates the evidence from 
existing effective models and interventions described, while applying the framework of 
EHP to address the gaps in care presented. Appendix A provides a brief description of the 





Program Evaluation of Problem One: 
Integration of Occupational Therapy into Health Care for the Homeless 
Introduction 
As discussed in Chapters 1 and 2, individuals experiencing homelessness confront 
many barriers to accessing health care and support services. This chapter describes a 
program evaluation of a full-time occupational therapy program integrated into a Health 
Care for the Homeless (HCH) site. The goal of the program is to allow client access to 
occupational therapy services within the agency, without needing to navigate an outside 
agency or program. This program evaluation includes both quantitative and qualitative 
outcomes. First, a qualitative review of provider perspectives regarding the use and co-
location of occupational therapy services will be reviewed. Next, a review of the 
outcomes of ongoing occupational therapy intervention will be discussed.  Finally, a 
qualitative review of clinical reasoning used by the occupational therapist in this setting 
will be explored. Collectively, this qualitative and quantitative review provides a 
description of the model of services and the benefits and potential barriers of integration 
of occupational therapy services within HCH sites.  
Occupational Therapy Model 
 Health Care for the Homeless established on-site, full-time occupational therapy 
services in 2015, following a one-year feasibility pilot study in which the occupational 
therapist served in a consultative role once a week at the site (Synovec & Merryman, 




located in the agency’s main clinic. This is the same setting as primary health care, 
behavioral health, case management, and supportive housing providers. The services 
provided by the occupational therapy practitioners at HCH are described in Table 3.1. 
Outcomes of Integration of Occupational Therapy into Health Care for the 
Homeless 
 Since 2015, when the full-time occupational therapy program was developed, a 
review of the electronic medical record [EMR] indicates 712 clients have been referred to 
occupational therapy and 431 (61%) of those individuals referred completed at least one 
occupational therapy visit. As indicated in Table 3.1, the clients may be referred for 
occupational therapy evaluation for a variety of reasons and by the majority of the 
providers located within HCH. Separate studies of the different components of this 
occupational therapy program have been completed, exploring qualitative and 
quantitative outcomes, and are described further in this chapter.  
 Outcomes of exploring provider acceptance of occupational therapy 
integration.  A qualitative study completed by Merryman & Synovec (2018) explored 
the perceptions of providers within Health Care for the Homeless regarding the 
integration of occupational therapy services.  In this study, the authors completed 
qualitative interviews of 12 agency providers, all of whom had referred at least one client 
to occupational therapy (Merryman & Synovec, 2018). Each of the interviews was 
conducted by an outside occupational therapist familiar with the setting and two trained 
research assistants to record and transcribe each of the interviews; all interviews 




(Merryman & Synovec, 2018). Each of the interviews was transcribed and coded for 
themes, with final themes agreed upon between the two authors (Merryman & Synovec, 
2018).  
 Of twelve participants who completed interviews, all were licensed health care 
providers (Merryman & Synovec, 2018; Merryman & Synovec, 2017). Participants 
included: social workers with a Master’s degree (n=8) who were serving the behavioral 
health or supportive housing teams, psychiatrists (n=2), registered nurses (n=2) serving as 
a primary care provider or medical nursing team; and one program director (Merryman & 
Synovec, 2018; Merryman & Synovec, 2017). From the interviews, three over-arching 
themes were identified: 1) the need for additional consultative occupational therapy 
services; 2) occupational therapy provides an important, distinct alternative view; 3) 
occupational therapy enriches client services (Merryman & Synovec, 2018; Merryman & 
Synovec, 2017). Overall, providers emphasized the importance of the function-based 
perspective of occupational therapy both in assessment and intervention and considered 
this as an important extension of comprehensive and team-based care (Merryman & 
Synovec, 2018; Merryman & Synovec, 2017). Providers additionally identified the 
benefit of a provider capable of assessing for cognitive abilities and impact of these 
abilities on functional performance, especially for more “complex” clients (Merryman & 
Synovec, 2018; Merryman & Synovec, 2017). All providers indicated the need for 
expansion of occupational therapy services to facilitate continued, increased access and 




Table 3.1.  
Occupational Therapy Services Available at Health Care for the Homeless 
 




Allen Level Cognitive Screen V.5 [ACLS-5] 
Montreal Cognitive Assessment [MoCA] 
One time screening. 
May be re-completed to assess for 
changes over time. 
Behavioral Health Therapist 
Psychiatry 
Primary Care Providers 
Nurses 
Case Managers 
Convalescent Care Providers  
Supportive Housing Providers 
Functional 
Evaluation 
Executive Function Performance Test [EFPT] 
Assessment of Motor and Process Skills 
[AMPS] 
Medication Management 
Informal observation and assessment of 
specific functional skills 
One time evaluation. 
Repeat evaluation to assess for change in 
skills over time following intervention or 
at the request of the referring provider. 
Behavioral Health Therapist 
Psychiatry 
Primary Care Providers 
Nurses 
Case Managers 
Convalescent Care Providers 
Supportive Housing Providers 
Initial 
Evaluation 
Canadian Occupational Performance Measure 
[COPM] 
Assessment of Motor and Process Skills 
[AMPS] 
Client interview 
COPM or the AMPS is completed at the 
initial evaluation in conjunction with the 
client interview to identify goal areas for 
ongoing intervention. 
COPM scores are re-rated every 60 days. 
AMPS evaluations are re-completed at 6 
month intervals.  
Behavioral Health Therapist 
Psychiatry 
Primary Care Providers 
Nurses 
Case Managers 
Supportive Housing Providers 
Intervention Skill development for functional activities:  
• Activities of daily living [ADL]  
• Instrumental activities of daily living 
[IADL] such as: health management, 
Ongoing as indicated by initial evaluation 
and assessment.  
Length of services will vary pending the 




home management and safety, money 
management, meal preparation and 
planning 
• Time management 
• Cognitive skills to support engagement in 
ADL/IADL tasks 
Interpersonal and communication skills 
Adaptive equipment and modifications 
Developing healthy habits/ routines 
Development of volunteer, work, or leisure 
roles 
Identifying and engaging in community 
resources 
number of functional goal areas, and time 
needed to progress towards goals.  
 
Intervention can occur in-clinic or in 
relevant community location. 
In-home Safety 
Assessment 
Safety Assessment of Function and 
Environment for Rehabilitation (SAFER) 
Assessment of Motor and Process Skills 
In-home observation 
1 visit for evaluation. 
2-3 follow-up visits to provide and 
implement recommendations. 
Supportive Housing Providers 
Behavioral Health Therapist 
Psychiatry 
Primary Care Providers 
Nurses 
Case Managers 
Consultation  Informal observation of client within another 
provider’s session.  
Discussion and care planning with provider 
regarding potential needs or appropriateness 
of referral to OT.  
Evaluation of environment and provide 
recommendations regarding program 
modifications.  
Within the context of another provider’s 
appointment and may result in follow-up 
appointment with OT.  
OT may discuss case with primary 
provider and give suggestions and 
strategies for provider’s care plan 
OT may assist with implementation of 
program or environmental changes and 
recommendations.  
Behavioral Health Therapist 
Psychiatry 
Primary Care Providers 
Nurses 
Case Managers 
Convalescent Care Providers 





 This study was completed prior to the expansion of the occupational therapy 
program from one to two practitioners; however, the expansion is reflective of utilization 
of occupational therapy services by referring providers within the agency. These themes 
also demonstrate the understanding of the role of occupational therapy within this setting, 
as providers’ reasons for referral closely matched the services and skill-set provided by 
occupational therapy. Providers indicated that the integration of occupational therapy 
services enhanced care by providing a more robust picture of client strengths and 
abilities, especially in regard to function and cognition (Merryman & Synovec, 2018). 
Throughout the interviews, providers indicated they highly valued the role of 
occupational therapy as part of the team for consultation, evaluation, and ongoing 
intervention (Merryman & Synovec, 2018). Each of the themes identified supports the 
inclusion of occupational therapy within agencies such as HCH, as providers are able to 
identify the distinct value and role of occupational therapy and utilize the occupational 
therapy services available.   
Client outcomes of occupational therapy intervention. A retrospective study 
completed by Synovec and Merryman (2018) analyzed the outcomes of ongoing 
occupational therapy intervention for individuals referred to occupational therapy within 
HCH, using the Canadian Occupational Performance Measure [COPM] as the outcome 
measure. In this study, participants must have completed an initial evaluation that 
included the COPM and completed at least one follow-up session where COPM scores 
were re-rated, with a final N=45 participants (Synovec, Merryman, & Brusca, 2018). As 




days after the initial evaluation (Synovec et al. 2018). Occupational therapy interventions 
were individualized and client-centered, based on goals identified on the COPM and 
included preparatory methods, purposeful activity, and occupation-based activity, which 
were all used to develop skills for functional tasks (Synovec et al., 2018).   
 The results of this study showed several significant findings. Of the 45 
participants, 71% were diagnosed with a mood disorder and 69% with a substance use 
disorder (Synovec et al., 2018). The most frequently occurring chronic health conditions 
were: prior head trauma (51%), followed by neurological conditions/cerebrovascular 
accidents (CVA) (31%) and chronic pain (29%) (Synovec et al., 2018).  In regard to the 
goals identified on the COPM, the majority of participants (89%) identified goals falling 
within the category of activities of daily living (ADL) or instrumental activities of daily 
living (IADL), followed by cognitive skills (49%) and time and goal management (42%) 
(Synovec et al., 2018).  T-tests (p<.05) revealed that 69% of participants had a 
statistically significant improvement in their “performance” scores (p=0.00) and 73% had 
a statistically significant improvement in their “satisfaction” scores (p=0.00) between 
their baseline and highest COPM scores (Synovec et al., 2018). Additional analysis 
revealed that diagnostic subgroups were found to have a similar rate of improvement 
compared to the participant group as a whole, including those with cognitive impairment 
(Synovec et al., 2018). Analysis of goal sub-groups yielded similar results, with each goal 
type showing significant improvement between baseline and the highest scores at a rate 
similar to the participant group as a whole (Synovec et al., 2018).  




following occupational therapy intervention. They concluded that implementing client-
centered and individualized interventions allowed the practitioner to use clinical 
reasoning and provide intervention and skill-building opportunities specific to the 
participants’ needs and goals (Synovec et al., 2018). The authors also identified that the 
co-location of occupational therapy within the clinic where participants were already 
engaged in care increased the accessibility of interventions, resulting in increased 
consistency in participation and supporting overall positive outcomes (Synovec et al., 
2018). The structure of the setting allowed for the practitioner to be client-centered and to 
make accommodations for the many barriers individuals experiencing homelessness may 
face. The interventions continued until goal areas were met or discontinued, as opposed 
to following a set number of sessions identified by insurance or facility rules (Synovec et 
al., 2018). The findings also demonstrated the positive impact of intervention for 
individuals with complex co-morbidities, including mental health diagnoses and 
cognitive impairment, indicating potential for improvement in functional abilities despite 
the presence of diagnoses (Synovec et al., 2018).   
  Clinical reasoning of occupational therapy within Health Care for the 
Homeless. A case study was completed by Merryman & Synovec (2018) pertaining to 
the role of the occupational therapy practitioner within the site. This case study consisted 
of the occupational therapist completing a time use log and an in-depth interview to 
identify themes and clinical reasoning used as a practitioner in this setting (Merryman & 
Synovec, 2018). The interview was conducted by two trained researchers and overseen 




2018). Both the time use log and the interview were analyzed by the trained researchers 
and outside occupational therapist; the interview was coded for themes specific to clinical 
reasoning (Merryman & Synovec, 2018). 
 The time use log (Figure 3.1) identified that the practitioner, on average, worked a 
9 hour work-day, inclusive of breaks.  
Figure 3.1. 





Adapted from Merryman & Synovec, 2018 
 
The majority of the time (56%) was spent with clients, followed by time documenting 











Other (18%) activities may have consisted of preparation for treatment sessions, 
selecting/ordering adaptive equipment, or other activities related to client care, and 2% of 
time was spent other non-clinical care (Merryman & Synovec, 2018). Using the clinical 
themes identified by Schell & Schell (2008), the interview revealed key clinical 
reasoning themes employed by the occupational therapist. These were: pragmatic 
reasoning, scientific reasoning, narrative reasoning, and ethical reasoning (Table 3.2) 
(Merryman & Synovec, 2018).   
 
Table 3.2. 
Frequent Type of Clinical Reasoning Employed by On-site Occupational Therapist 
Pragmatic Reasoning “The biggest challenge is the extreme circumstances of where 
people are… they are trying to access housing and they have 
chronic health conditions they have so many things going on 
that what OT can do may be less effective at the point in time 
because there is so much other stuff happening” 
Scientific Reasoning “I don’t really believe there is one assessment that would be 
able to do everything that you would want to. It’s really a mix 
and match type of thing” 
Narrative Reasoning “When he was in addiction and he wasn’t ready to change what 
he was doing we didn’t make a ton of progress … once he was 
ready to change what he was doing his own motivation was a 
huge strength” 
Ethical Reasoning “I’m not limited by arbitrary dates set by other people we 
discharge them when the person is ready and we feel like we 
met their goal. Which is why I think we see more success than 
maybe other places” 
 
Note: Adapted from Merryman & Synovec, 2018. 
 
Additionally, themes were identified for qualities and skills used by the occupational 
therapist to engage clients in this setting and to support positive outcomes from services 




experience, flexibility, organization, systems knowledge, and team approach (Merryman 
& Synovec, 2018).  
Table 3.3 
Qualities and Skills Impacting Outcomes of Occupational Therapy Services 
Thematic Category Supporting Quote 
Clinical Experience “We are taught to have a client and look at this client as a whole person… 
so when we learn how to be an OT, we learn about addressing 
psychosocial needs, cognitive needs, physical needs, and we are not 
focused on one or the other but it’s kind of how everything plays out 
together” “... had really good mentorship all the way through” including 
AOTA Emerging Leaders. Prior job in mental health and level II working 
with homeless 
Flexibility “The scope of OT is so variable… I get to do true, real OT because… I 
am not restricted by the setting I am in” and “I’m not going to meet their 
goals if I am not sure they are on board with it yet, so giving them time to 
get on board with and sort of always respecting and directing their choice” 
“there isn’t one easy answer” “I see typically ones who don’t fit normal 
routines or schedules so I prefer not to have people scheduled in some 
slots so I can be free to see people when they come in” “sometimes you 
have to decide that you are or not the priority that day” 
Organization “The biggest thing I think I’ve learned is making sure I’m prioritizing 
correctly, and thinking and prioritizing a lot of different ways. So 
prioritizing to meet the client’s immediate need and what their initial goal 
is, and also prioritizing to respond to systematic structures”  
Systems Knowledge “It depends on where they are in terms of the housing process and if I get 
someone who is far off from getting housing I would anticipate things 
might take a lot longer for them because housing can really be a turning 
point for people” “If you’re not reimbursable, it is really hard to sell to an 
agency to invest in that service without having a consistent funding 
source” 
Team Approach “director... really has a good understanding of the whole person and how 
things impact homelessness and ability to maintain housing” “The biggest 
thing is being okay when you see other providers doing what you know an 
OT can do also” “making sure we’re aware of what each other is doing 




Note: Adapted from Merryman & Synovec, 2018. 
 
 Overall, this case study provided an overview of the occupational therapy 




therapist. The occupational therapist spent a majority of the day with clients or engaging 
in team-based care with other providers. The role within this site appears to require the 
application of multiple types of clinical reasoning, in order to understand and address 
both client factors and the context of homelessness. Additionally, a variety of skills were 
employed by the occupational therapist to address client needs through evaluation and 
intervention.  
Discussion 
 The results of the quantitative and qualitative studies all suggest the benefit of the 
incorporation of occupational therapy services into HCH sites. The qualitative themes 
identified through the provider interviews and the practitioner case study support the 
increased benefit of team-based care, resulting from co-location of occupational therapy 
services with other HCH providers. The providers’ understanding of the distinct 
functional perspective of occupational therapy and the number of referrals to 
occupational therapy suggests that co-location can result in high acceptance of a new 
service and high utilization when providers understand and value the role of the 
occupational therapist.  
There is a growing awareness of cognition and its impact on function for adults 
experiencing homelessness; it appears providers at this agency are motivated to address 
the issue of cognition through referrals and engagement with occupational therapy to 
enhance client outcomes. 
 Further exploration of qualitative themes also demonstrates the benefit of an 




indicated by the demographics of participants and description of providers, many 
individuals served at HCH and referred for occupational therapy services present with 
complex co-morbidities, needs, and circumstances. An experienced occupational therapy 
practitioner, given the time to provide individualized care, allows for the use of complex 
clinical reasoning and requires a skill set able to meet client needs. Occupational therapy 
practitioners in this setting often modify services to adapt to changing and difficult 
circumstances experienced by clients. Individualized and functional-based intervention 
based on client goals resulted in significantly positive outcomes, likely as a result of the 
use of clinical reasoning and varied skills to engage clients and provide interventions that 
enhanced or developed capabilities. The improvements seen within individual 
intervention were also supported by the co-location of care and team-based approach and 
the overall structure of the setting allowing for services to be truly client-centered.  
Conclusion and Implications 
The positive outcomes from the review of the existing occupational therapy 
program indicate this program could serve as a model for other HCH agencies. 
Incorporation of occupational therapy into the agency was welcomed by various 
providers already at the site and ongoing occupational therapy interventions resulted in 
significant functional improvements among those who participated in ongoing services. 
The review of the practitioner’s clinical reasoning indicates that there is a need for an 
experienced clinician with the skill set to address the complex co-morbidities and needs 
of adults experiencing homelessness. Additionally, this program model primarily focuses 




programs. Chapter 5 reviews funding for the full-time employment of an occupational 
therapist, which may provide several pathways to developing a program within an 
existing health care agency.  
These outcomes indicate the need for additional HCH sites to incorporate 
occupational therapy services to address the complex and diverse needs of individuals 
experiencing homelessness. Chapter 4 provides an in-depth investigation of the cognitive 
and functional needs of clients receiving services at Health Care for the Homeless.  
Further research of the following would be beneficial: 
• Exploration of outcomes of in-home safety assessments and follow-up 
interventions to address safety and reduction of risk of falls.  
• Exploration of outcomes for individuals who engage in ongoing intervention, but 
complete the Assessment of Motor and Process Skills as the outcome measure of 
intervention.  
• Further analysis of goals identified for ongoing intervention, especially to identify 
specific ADL or IADL tasks that are more commonly addressed, and outcomes of 






Program Evaluation of Problem 2: Evaluating Cognitive Impairment and Its 
Relation to Function in a Population of Individuals Who Are Homeless 
Introduction 
The author conducted a retrospective, descriptive study in order to provide 
evidence regarding the relationship between cognition and function in persons who are 
experiencing homelessness. Cognition has been an integral part of occupational therapy 
practice, as it is understood that it can significantly impact occupational performance 
(American Occupational Therapy Association, 2013). In its official statement, entitled 
“Cognition, Cognitive Rehabilitation, and Occupational Performance,” the American 
Occupational Therapy Association (AOTA) defines cognition as “information-processing 
functions carried out by the brain that include attention, memory, executive functions 
(i.e., planning, problem solving, self-monitoring, self-awareness), comprehension and 
formation of speech, calculation ability, visual perception, and praxis skills” (AOTA, 
2013, p. S10). This AOTA document also establishes that, “cognitive processes can be 
conscious or unconscious and often are divided into basic-level skills (e.g., attention and 
memory processes) and executive functions” (p. S10).  
Cognitive impairment, or cognitive dysfunction, has been defined as “functioning 
below expected normative levels or loss of ability in any area of cognitive functioning” 
(AOTA, 2013, p. S10). Cognitive impairment may occur as the result of a variety of 
diagnoses, such as traumatic or acquired brain injury, mental health disorders, long-term 




life span (AOTA, 2013, p. S10).  Further, Giles, Edwards, Morrison, Baum and Wolf 
(2017) defined functional cognition as “the ability to use and integrate thinking and 
performance skills to accomplish complex everyday activities” (Giles et al., 2017).  
 The scope of occupational therapy practice includes the evaluation and 
assessment of cognitive abilities and their impact on ability to complete daily 
occupations, which may range from basic to complex (AOTA, 2013). 
Neuropsychological assessments primarily focus on one component of cognitive function 
and are often restricted to structured testing environments; this limits the ability to assess 
for the impact of cognitive impairment on functional performance (Giles et al., 2017). 
Occupational therapy practitioners can implement functional assessments that evaluate 
cognition as it relates to the performance and accomplishment of everyday life activities 
(Giles et al., 2017). These assessments are referred to as “practice based assessments” 
(PBE), which require observation of an individual completing a functional task in order 
to assess for ability to live independently within the community (Giles et al., 2017). In 
accordance with the literature, AOTA has recommended that occupational therapy 
practitioners implement standardized PBE to evaluate functional cognition in practice, to 
more accurately identify cognitive performance and independence in everyday tasks 
(AOTA, 2018). In this author’s study, cognition was evaluated using standardized 
screening measures and function by standardized performance-based tests of function, 
referred to as functional assessments for the remainder of this chapter. The following 
retrospective analysis was completed in order to address Problem 2, described in Chapter 




experiencing homelessness, which may better inform health care and housing services for 
this population.  
Method 
Research Design 
 In order to evaluate Problem Two, a retrospective, descriptive study was 
undertaken to examine the cognitive status and functional performance of a homeless 
population receiving medical and mental health services at Health Care for the Homeless 
prior to referral to occupational therapy. Further analyses were completed to determine if 
scores on cognitive screening tools could predict functional performance, as measured by 
functional assessments. Retrospective data were obtained using the agency’s electronic 
medical record (EMR) system. Functional assessments included the Executive Function 
Performance Test (EFPT) and/or the Assessment of Motor and Process Skills (AMPS); 
cognitive screenings included the Allen Cognitive Level Screen Version 5 (ACLS-5) 
and/or the Montreal Cognitive Assessment (MoCA) (Allen et al., 2007; Baum et al., 
2008; Fisher & Bray, 2010; Nasreddine et al., 2005). Demographic information was 
collected in order to identify relationships between diagnoses and performance on 
assessments. This study was approved by the Boston University Institutional Review 
board.  
Study Population  
Agency records for 172 individuals who completed occupational therapy 
evaluations between January 1, 2015 and December 31, 2017 were selected for analysis. 




minimum one standardized functional assessment (EFPT, AMPS) and one standardized 
cognitive screening (ACLS-5, MoCA), and 2) the individual was over the age of 18, able 
to independently consent for services, and referred by a provider at Health Care for the 
Homeless for occupational therapy evaluation. Participation in ongoing occupational 
therapy services was not required for inclusion. At time of evaluation, the person may 
have been considered homeless (living on the street or shelters), unstably housed, or 
living in an apartment with supports from a permanent supportive housing program. All 
were receiving medical and/or mental health services at the agency prior to referral to 
occupational therapy.   
Measures 
  Allen Cognitive Level Screen. The Allen Cognitive Level Screen Version 5 
(ACLS-5) is designed as a screen to obtain a quick measure of global cognitive 
processing abilities, learning potential, and performance abilities and to detect 
unrecognized or suspected problems related to functional cognition (Allen et al., 2007). 
The ACLS-5 is administered by an occupational therapist and is a leather-lacing task 
requiring the participant to attend, understand, and use sensory cues from material 
objects, the administrator’s verbal and demonstrated instructions and cues, and feedback 
from the person’s motor actions while making the stitches (Allen et al., 2007). Previous 
versions of the ACLS have been found to be a valid and reliable measure of functional 
cognition across diagnostic populations and preliminary studies have found good inter-
rater reliability for the ACLS-5 (Allen Cognitive Group & ACLS/LACLS Committee, 




ACLS 90, indicating that the ACLS-5 maintains validity for use across populations 
(Allen et al., 2007; Allen Cognitive Group & ACLS/LACLS Committee, 2016).   
The participant’s performance on the ACLS-5 is scored on a scale of 3.0-6.0, with 
0.2 intervals (Allen, 1991; Allen et al., 2007).  Based on the ACLS-5 manual, the 
following was used as cut-offs for categories for this study: a score of 6.0 was considered 
“normal cognitive performance,” 5-5.8 was considered “mildly cognitively impaired,” 
4.0-4.8 was considered “moderately cognitively impaired,” and 3.0-3.8 as “severely 
cognitively impaired,” (Allen et al., 2007; Allen, 1991). The authors emphasize the 
importance of pairing the ACLS-5 with an appropriate functional observation or 
assessment to confirm the findings regarding functional performance indicated by the 
ACLS-5 score (Allen et al., 2007). 
 Montreal Cognitive Assessment. The Montreal Cognitive Assessment (MoCA) 
is a brief measurement intended to screen for mild cognitive impairment (Nasreddine et 
al., 2005). The MoCA is a 30-point test that assesses cognitive domains of visuospatial 
and executive functioning, naming, delayed recall, attention, language, abstraction, and 
orientation (Nasreddine et al., 2005). The test is administered via pencil and paper by a 
qualified professional and can be completed within 10-30 minutes. The MoCA has been 
validated for use in adults ages 55-85 and for multiple diagnoses and was found to have 
good test-re-test reliability (Hobson, 2016; Nasreddine et al., 2005). 
The MoCA is scored on a scale of 0-30, with a score of 30 indicating no errors 
were made during the assessment. The original cut-off scores, as determined by 




normal cognitive performance, a score between 17-25 mild cognitive impairment, and a 
score of 16 or lower severe cognitive impairment. However, in follow-up studies Carson, 
Leach, and Murphy (2017) and Rossetti, Lacritz, Munro Cullum, and Weiner (2011) both 
determined that a cut-off score of 26 for normal cognitive performance may result in false 
positives of mild cognitive impairment especially for those with lower education levels. 
Carson and colleagues (2017) specifically recommend a cut-off score of 23 for normal 
cognitive performance, based on an extensive review of published data on heterogeneous 
populations. In this study, following the recommendations of the literature, a score of 23-
30 was considered “normal cognitive performance,” a score of 17-22 was considered 
“mild cognitive impairment,” and a score of 16 or lower considered “significant cognitive 
impairment” (Carson et al. 2017, Nasreddine et al., 2005). 
 Executive Function Performance Test. The EFPT was developed as a measure 
of executive performance and records what the person can do and the level of support 
necessary to successfully perform a task (Baum et al., 2008; Baum & Wolf, 2013). In the 
EFPT, the practitioner observes the client completing four functional tasks of cooking, 
using the telephone, managing medications, and bill payment (Baum et al., 2008).  In all 
four tasks, the person’s ability to use five executive functions of a task are assessed. 
These executive functions include: initiation of a task (beginning the task), organization 
(retrieval and arrangement of tools), sequencing (execution of steps in a correct order), 
safety and judgment (avoids a dangerous situation), and completion (deciding and 
acknowledging when a task is complete) (Baum et al., 2008; Baum & Wolf, 2013).  The 




in a population of adults with varying levels of stroke, multiple sclerosis, and 
schizophrenia (Baum et al., 2008; Cederfeldt, Widell, Andersson, Dahlin-Ivanoff, & 
Gosman-Hedstrom, 2011; Katz, Tadmor, Felzen, & Hartman-Maeir, 2007). 
Differing from other assessments, the scoring is based on the level of cuing 
required by the practitioner for the client to complete each of the tasks. Tasks are scored 
on a range of 0 to 5 as follows: 0=independent, 1=verbal guidance, 2=gestural guidance, 
3=verbal direct instruction, 4=physical assistance, 5=do for participant (Baum & Wolfe, 
2013).  A higher score therefore reflects a need for more cueing and indicates more 
severe executive function deficits.    
According to the authors of the EFPT, interpretation of the numerical score and 
functional performance relies on the observation of the clinician administering the 
assessment (Baum et al., 2013). The EFPT is scored on a numerical scale scores ranging 
from 0-100, where 0 indicates no executive functioning deficits and/or need for 
assistance to complete functional tasks. Higher scores indicate increased executive 
function deficits and/or need for assistance.  Previous studies examining the performance 
of specific diagnostic groups on the EFPT may be used to compare a populations’ 
performance across means (Baum et al., 2008; Katz et al.; Raphael-Greenfield, 2012).   
 Assessment of Motor and Process Skills. The Assessment of Motor and Process 
Skills (AMPS) was designed to be administered by occupational therapy practitioners to 
evaluate both overall ADL ability and the quality, efficiency, and safety of the individual 
motor and process actions during functional performance (McNulty & Fisher, 2001). The 




two familiar and relevant ADL tasks in a natural, task-relevant environment (Fisher & 
Bray, 2010). He or she then scores the quality of 36 performance skills that the client 
enacted during the task performance, divided between Motor and Process skills. Motor 
skills measure the person’s ability to move self and interact and manipulate task objects; 
Process skills measure the person’s ability to organize task, apply knowledge, and 
respond to problems encountered (Fisher & Bray, 2010).  The AMPS has established 
reliability and validity across age groups, gender, and diagnoses (Ayres & John, 2015; 
Merritt, 2011).  
To score the AMPS, the occupational therapy practitioner scores each of the 36 
tasks on a scale of 1-4, where a score of 4= competent performance, 3=questionable 
performance, 2=ineffective performance, or 1=inefficient performance (Fisher & Bray, 
2010). The scores are entered into the computerized AMPS scoring system, which uses 
multi-faceted Rasch analyses to determine a logit score for both the Motor and Process 
abilities (Fisher & Bray, 2010). The logit scores are derived from the complexity of the 
tasks completed during the AMPS, as well as the severity of the rater determined through 
previous calibration, resulting in linear scores (-3.0 indicating lowest performance to +4.0 
highest performance) that can also be converted into standardized z-scores. The authors 
of the AMPS express that using both the Motor and Process skill scores together is the 
strongest predictor of need for assistance and that these scores should be combined with 
clinical judgement to determine need for assistance to live independently in the 





Clinical Procedures  
In the agency where the study took place, clients were referred for occupational 
therapy evaluation to the onsite occupational therapist by a current provider, which may 
include a behavioral health therapist, primary care provider, psychiatrist, or case manager 
(see Table 3.1). When referred for occupational therapy evaluation, the therapist 
completed a brief interview with the client regarding typical routines, current perception 
of occupational performance, and potential problem areas. Following the interview, he or 
she administered either the ACLS-5 or the MoCA. If time permitted, the functional 
assessment (EFPT or AMPS) were administered within the same appointment. However, 
based on client tolerance, time needed for assessments, or other factors, the functional 
assessment may be completed in an additional appointment, typically occurring within 1-
2 weeks of the cognitive assessment. All evaluation results were documented within the 
EMR; for clinical purposes, evaluations included recommendations based on evaluation 
results. Pending evaluation results and client agreement, follow-up occupational therapy 
services for ongoing intervention might be scheduled. See Synovec, Merryman, & Brusca 
(2018) for outcomes of individual intervention discussed in Chapter 3.  
Data collection  
A search feature in the EMR was used to obtain cognitive and functional 
evaluation records. For each record that met the inclusion criteria, the final scores on both 
the cognitive and functional assessments were gathered along with demographic data for 
analysis.  Diagnoses for mental health and chronic conditions were obtained from the 




or primary care provider based on the Diagnostic and Statistical Manual of Mental 
Disorders, Fifth Edition (DSM-5) and International Classification of Diseases, Tenth 
Revision (ICD-10) categories (American Psychiatric Association, 2013; World Health 
Organization, 1992). The clients’ cognitive and functional assessment scores were 
entered into the same de-identified data sheet for analysis. Separate data sheets were used 
for each combination of cognitive and functional assessments. 
Data analysis  
Individuals were grouped into categories based on their performance on the 
cognitive screening assessments (ACLS-5: mild, moderate, or severe; MoCA: normal, 
mild, or severe). Cut-off scores were determined by using guidelines of the assessment 
manuals and by reviewing the literature. Each of the cognitive groups’ performance on 
the functional assessments were compared using t-tests to determine the significance of 
the difference in performance, if any. ANOVA analysis was used to further determine if 
there was a significant difference among cognitive groups on their performance on the 
EFPT and on the AMPS Motor (AMPS-M) and AMPS-Process (AMPS-P). Additionally, 
correlations were determined for each of the cognitive assessments in relation to each of 
the functional assessments. Chi-square analysis was used to determine the relationship 
between various diagnoses and cognitive performance. 
Findings 
Demographics    
The population ranged in age from 23 – 73, and were 73% male, 26% female, and 




chronic conditions. Of the individuals whose records were selected, 91% were diagnosed 
with a psychiatric disorder; affective (66%) and substance use (60%) disorders were the 
most commonly occurring mental health diagnoses. Half of the population experienced 
some type of chronic pain (51%) and 34% had experienced at least one head trauma. 
Twenty-three percent were identified as having cognitive impairment prior to 
occupational therapy evaluation. Notably, 85% were diagnosed with at least one mental 
health and one chronic health condition, with 39% experiencing a mental health condition 
and 3 or more chronic health conditions, indicating a high prevalence of co-morbidities. 
Table 4.1 
Mental Health and Chronic Conditions 
(n = 172) 
 Total Percent 
Psychotic disorder 40 23 
Affective disorder 114 66 
Anxiety disorder 21 12 
Substance abuse disorder 104 60 
Post-traumatic stress disorder 33 19 
Diabetes 44 26 
Cardiovascular 63 37 
Chronic pain 88 51 
HIV 10 6 
Neurological disorder 42 24 
Cognitive impairment 39 23 
Intellectual or developmental disability 25 15 
Head trauma 62 36 
Mental health diagnosis and one chronic condition 38 22 
Mental health diagnosis and two chronic conditions 41 24 
Mental health diagnosis and three or more chronic conditions 67 39 
Note: Categories are not exclusive 
  
Prevalence of Cognitive Impairment  






Overall Performance on Cognitive and Functional Assessments 













       
ACLS-5  97 3.4 – 5.8 4.65 0.56 79 18 
MoCA  75 6 – 29  18.8 4.79 42 33 
EFPT 121 0 – 55  12.85 9.57   
AMPS-M 51 -0.1 – 2.9   1.52 0.67   
AMPS-P 51 -0.3 – 1.5  0.66 0.4   
 
Of clients who completed the ACLS-5 (n=97), none achieved a score of 6.0). Scores on 
the ACLS-5 ranged from 3.4 – 5.8, and the mean score was 4.65 (SD=0.56). Of those 
who completed the MoCA (n=75), only 12 (16%) achieved a score indicating normal 
cognitive performance. Scores on the MoCA ranged from 6-29, with an average score of 
18.8 (SD=4.79). These results indicate a high level (93%) of cognitive impairment within 
the participant group. Chi square analysis revealed that the presence of psychiatric 
diagnoses or chronic conditions were not associated with individuals’ performance on the 
MoCA. Similarly, the existence of psychiatric diagnoses was not associated with 
performance on the ACLS-5. However, diagnosis of one or more neurological conditions 
was significantly associated with performance on the ACLS-5 (p=0.01), with a higher 
proportion of individuals with neurological conditions falling within the moderate 
cognitive impairment category. 
Overall Functional Performance 




administered are shown in Table 4.2. One hundred twenty-one clients completed the 
EFPT with scores ranging from 0-55, with an average score of 12.85 (SD=9.57). 
According to comparison with previous studies, depicted in Table 4.3, this population 
collectively performed worse than a control group used, but better than many other 
diagnostic groups, including another population of adults experiencing homelessness and 
with a history of substance use, adults with acute and chronic schizophrenia, and 
moderate CVA (Baum et al., 2008; Katz et al., 2007; Raphael-Greenfield, 2012).   
Table 4.3 
EFPT Performance as Compared to Previous Studies 
Study Group N Mean Score 
Standard 
Deviation 
    
Adults experiencing homelessness  121 12.85 9.57 
Control group (adults; no diagnosis) (Baum et al., 2008) 22 1.51 2.27 
Adults with mild stroke (Baum et al., 2008) 59 7.87 8.42 
Adults with moderate stroke (Baum et al., 2008) 14 24.21 5.39 
Adults experiencing homelessness with substance use disorders 
(Raphael-Greenfield, 2012) 
60 21.83 13.50 
Adults with acute stage schizophrenia (Katz et al., 2007) 30 19.77 20.37 
Adults with chronic schizophrenia (Katz et al., 2007) 31 55.39 17.30 
 
T-tests revealed a statistically significant association between the presence of anxiety 
disorder and EFPT performance (p=.05), as well as the presence of chronic pain and head 
trauma (p=.05). However, Mann-Whitney U-Tests did not find any significant 
associations between psychiatric diagnoses or chronic conditions and the EFPT; head 
trauma and chronic pain did have a marginally significant association (p=.10).  On the 
AMPS-Motor score, the mean score of group as a whole (N=51) was 1.52; on the AMPS-




psychiatric diagnoses were significantly associated with the AMPS-M or AMPS-P 
scores. Of the chronic conditions, HIV and CVA were significantly associated with 
AMPS-M score (p=.05), and none were significantly associated with the AMPS-P score. 
Relationship of Cognitive Performance and Functional Performance 
 Allen Cognitive Level Screen and Executive Function Performance Test. T-
tests indicated that the performance on the EFPT was significantly different among all 
groups (Table 4.4).  
Table 4.4 
Significance of Relationship of Performance on Cognitive Assessments and EFPT 
Performance 








t-value Critical Value 
(one-tail/ two-
tail) 
ACLS-5 mild cognitive 
impairment & ACLS-5 moderate 
cognitive impairment 
71 (28/43) 67 95% .024 / .048 2.012 1.668 / 1.996 
ACLS-5 mild cognitive 
impairment & ACLS-5 severe 
cognitive impairment 
36 (28/8) 7 95% .007 / .013 3.297 1.895 / 2.365 
ACLS-5 moderate cognitive 
impairment & ACLS-5 severe 
cognitive impairment 
51 (8/43) 8 95% .02 / .041 2.434 1.86 / 2.306 
MoCA normal & MoCA mild 
cognitive impairment 
29 (5/24) 27 95% .188 / .376 .899 1.703 / 2.052 
MoCA normal & MoCA 
significant cognitive impairment 
17 (5/12) 14 95% .016 / .032 2.384 1.761 / 2.145 
MoCA mild cognitive impairment 
and MoCA significant cognitive 
impairment 






The ANOVA post-hoc analysis found the severe cognitive impairment group overall 
performed worse on the EFPT, but that there was not a significant difference between the 
mild and moderate cognitive impairment groups (Table 4.5, Figure 4.1).  
Table 4.5 
ANOVA Analysis of ACLS-5 Performance and EFPT Performance  
Source of 






5 groups 1193.17 2 596.59 9.10 3.12 0.00 
Within ACLS-5 
groups 4981.26 76 65.54    
Total 6174.43 78     
*: p<.05 
 
Figure 4.1  




There was not a strong correlation between the performance on the ACLS-5 and the 






















Correlation Matrix for Cognitive and Functional Assessment Performance 
Assessment    
 EFPT AMPS-M AMPS-P 
ACLS-5 -.472 -.194 .209 
MoCA -.434 -.287 .307 
 
 Allen Cognitive Level Screen and Assessment of Motor and Process Skills. T-
tests indicated there was no significant difference on the performance between any of the 
cognitive groups and their performance on the AMPS-M (Table 4.7).   
Table 4.7 
Significance of Relationship of Performance on Cognitive Assessments and AMPS-M 
Performance 












ACLS-5 mild cognitive 
impairment & ACLS-5 moderate 
cognitive impairment 
15 (6/9) 13 95% .288 / .576 .574 1.771 / 2.160 
ACLS-5 mild cognitive 
impairment & ACLS-5 severe 
cognitive impairment 
9 (6/3) 7 95% .421 / .842 .207 1.895 / 2.365 
ACLS-5 moderate cognitive 
impairment & ACLS-5 severe 
cognitive impairment 
12 (9/3) 10 95% .414 / .829 .222 1.812 / 2.228 
MoCA normal & MoCA mild 
cognitive impairment 
25 (7/18) 23 95% .038 / .075 1.863 1.714 / 2.069 
MoCA normal & MoCA 
significant cognitive impairment 
15 (7/8) 10 95% .038/.077 1.974 1.812 / 2.228 
MoCA mild cognitive impairment 
and MoCA significant cognitive 
impairment 






T-tests also revealed there was no significant difference between the mild, moderate, and 
severe cognitive impairment groups on their performance on the AMPS-P (Table 4.8).  
Table 4.8 
Significance of Relationship of Performance on Cognitive Assessments and AMPS-P 
Performance 












ACLS-5 mild cognitive 
impairment & ACLS-5 moderate 
cognitive impairment 
15 (6/9) 10 95% .055 / .109 .1759 1.812 / 2.228 
ACLS-5 mild cognitive 
impairment & ACLS-5 severe 
cognitive impairment 
9 (6/3) 7 95% .235 / .470 .764 1.895 / 2.365 
ACLS-5 moderate cognitive 
impairment & ACLS-5 severe 
cognitive impairment 
12 (9/3) 10 95% .245 / .490 .717 1.812 / 2.228 
MoCA normal & MoCA mild 
cognitive impairment 
25 (7/18) 23 95% .349 / .699 .392 1.714 / 2.069 
MoCA normal & MoCA 
significant cognitive impairment 
15 (7/8) 11 95% .037 / .074 1.972 1.796 / 2.201 
MoCA mild cognitive impairment 
and MoCA significant cognitive 
impairment 
26 (18/8) 18 95% .004 / .009 2.927 1.734 / 2.101 
*: p<.05 
 
ANOVA confirmed these results, finding no significant difference among the ACLS-5 
cognitive groups and the AMPS-M or the AMPS-P performance (Table 4.9, Table 4.10). 
Table 4.9 
ANOVA Analysis of ACLS-5 Performance and AMPS-M Performance  
Source of Variation SS Df Mean 
Square 
F F critical value p-value* 
Between ACLS-5 groups 0.09 2 0.05 0.16 3.68 0.85 
Within ACLS-5 groups 4.35 15 0.29    






ANOVA Analysis of ACLS-5 Performance and AMPS-P Performance  
Source of Variation SS df Mean Square F 
F critical 
value p-value* 
Between ACLS-5 groups 0.37 2 0.18 1.31 3.68 0.30 
Within ACLS-5 groups 2.11 15 0.14    
Total 2.48 17     
*: p<.05 
 
 There was additionally not a significant correlation between the performance on the 
ACLS-5 and the AMPS-M or the AMPS-P for the group as a whole (Table 4.6).   
 Montreal Cognitive Assessment and Executive Function Performance Test. 
T-tests revealed there was no significant difference between performance on the EFPT of 
those in the mild cognitive impairment category to those in the moderate cognitive 
impairment group, but did find a significant difference between the severe cognitive 
impairment group and the normal and mild groups. (Table 4.4). These findings were 
further confirmed by the ANOVA analysis, which found a significant difference 
(p=0.028) among the groups and that the severe group overall performed worse (Table 
4.11, Figure 4.2).  
Table 4.11 
ANOVA Analysis of MoCA Performance and EFPT Performance  
Source of Variation SS df Mean Square F 
F critical 
value p-value* 
Between MoCA groups 761.79 2 380.89 3.94 3.24 0.028 
Within MoCA groups 3773.83 39 96.76    








ANOVA Mean for MoCA Group Performance on the EFPT 
 
 
Despite this, there was not a strong correlation between the performance on the MOCA 
and the EFPT for the group as a whole (Table 4.6).  
 Montreal Cognitive Assessment and Assessment of Motor and Process Skills. 
T-tests indicated there was a significant difference between the AMPS-M performance of 
the normal group (decreased) compared to the mild and significant cognitive impairment 
groups; however, ANOVA analysis did not find a significant difference among the 
groups (Table 4.7, Table 4.12). 
Table 4.12 
ANOVA Analysis of MoCA Performance and AMPS-M Performance  
Source of Variation SS df Mean 
Square 
F F critical value p-value* 
Between MoCA groups 2.68 2 1.34 2.62 3.32 0.09 
Within MoCA groups 15.35 30 0.51    



















T-tests revealed there was a significant difference between the severe cognitive 
impairment group and both the normal and mild groups on their performance on the 
AMPS-P and ANOVA analysis confirmed these findings (Table 4.8, Table 4.13).  
Table 4.13 
ANOVA Analysis of MoCA Performance and AMPS-P Performance  
Source of Variation SS df Mean Square F 
F critical 
value p-value* 
Between MoCA groups 1.02 2 0.51 3.41 3.32 0.05 
Within MoCA groups 4.49 30 0.15    
Total 5.51 32     
*: p<.05 
 
There was not a significant correlation between the performance on the MoCA and the 
AMPS-M or the AMPS-P for the group as a whole (Table 4.6).   
Discussion 
The results of this study present several significant findings. First, the overall 
performance of the clients on the cognitive screening tools indicates a predominance of 
cognitive impairment in the tested population. Only 23% of individuals were identified to 
have cognitive impairment prior to their occupational therapy evaluation; however, 93% 
scored within a mild, moderate, or severe cognitive impairment group. This alone 
demonstrates the value of cognitive screening in settings serving adults experiencing 
homelessness. Although the cognitive screening tools cannot indicate functional 
performance, they are important in order to develop individual plans of care for clients 
experiencing homelessness. Due to the multiple psychiatric and chronic conditions 
someone may be managing, in addition to the chronic stress of homelessness, cognitive 




learn and remember information, think critically, and problem solve solutions to 
situations they encounter. Ensuring that health services, case management, and housing 
support services are developed to compensate for cognitive impairment can improve 
client outcomes, as clients will be better able to understand and follow through on 
instructions outside of the clinic. 
Despite the significant presence of cognitive impairment, the results of the 
analyses indicate that cognitive screenings and assumptions based on diagnoses are not 
sensitive enough to indicate a person’s functional performance. These findings 
demonstrate that cognitive screening tools are able to identify those with varying levels 
of cognitive impairment but are not able to identify functional performance differences 
between varying levels of cognitive impairment. Those with severe cognitive impairment 
as indicated by ACLS-5 and the MoCA were found to perform worse on the EFPT, but 
only the MoCA severe cognitive impairment group performed worse than the other 
groups on the AMPS-P. Overall, cognitive screening tools were not sensitive enough to 
detect the differences of those with mild or moderate cognitive impairment on either of 
the functional performance measures. Although the more severe groups tended to 
perform worse, only the performance-based assessments were able to detect the 
differences among all of the groups and demonstrated the variability in functional 
performance despite similarities in cognitive performance. These results, along with the 
overall lack of correlation between any of the cognitive and functional assessments, 
further supports the need to use performance-based assessments to determine functional 




experiences, use of functional assessments allows the practitioner to directly observe 
skills and how cognitive impairment or symptoms of diagnoses impact each person. 
Many individuals develop their own compensatory strategies enabling functional 
performance or general survival, thus limiting the overall impact of cognitive 
impairment. Familiarity of ADL or IADL tasks will further minimize the impact of 
cognitive deficits. The experience of homelessness may exacerbate cognitive deficits, 
such that when the extreme stressors are removed, cognitive and functional performance 
may improve. The demonstrated variability in skills across the population of adults 
experiencing homelessness further confirms the need to consider individual 
circumstances and skills as care plans are developed. 
The results of this study indicate the need for use of performance-based 
assessments to identify the skills and needs of those with cognitive impairment, as these 
deficits may not be clearly identified within a brief cognitive screening tool, especially 
for those with mild cognitive impairment. The variability of functional performance is 
reflective of the heterogeneity of the population. The many factors contributing to 
homelessness result in varied experiences and opportunity for functional skill 
development. In the context of homelessness, individuals are restricted in their 
opportunity to learn or use functional skills, especially for IADL. Although it could be 
assumed a person experiencing homelessness does not have these skills, observation- 
based assessments provide an opportunity for the occupational therapy practitioner to 






Due to the retrospective structure of this study based on clinical data, the groups 
were not evenly distributed among the cognitive and functional assessment groups. With 
a more distributed group, findings regarding correlations/lack thereof would be stronger. 
Additional moderating factors were not explored, such as length of time spent homeless, 
or age at time of cognitive evaluation.  
Conclusion 
The role of performance-based functional assessments to determine the impact of 
cognitive deficits on functional performance is supported by the findings of this study 
within a diverse clinic population. Combining cognitive assessment findings with 
functional assessments allows providers to understand the client’s current skills and 
experiences and to tailor their education and skill building of novel information and tasks 
specific to their learning needs. Cognitive screening tools are beneficial to inform the 
selection of performance-based assessments and to identify specific client-factors that can 
allow providers to individualize interventions based on ability and supports needed to 
learn new information and tasks.  
The prevalence of cognitive impairment and multiple co-morbidities found among 
the majority of participants demonstrates the need for wrap-around and integrated 
services in order to address multiple needs.  Integration of occupational therapy into 
agencies that already provide wrap-around care increases access for individuals 
experiencing homelessness. Additionally, with integration of services, the occupational 




functional performance, allowing for providers to accommodate for needs and provide 
the most appropriate support services as the client transitions into housing and the greater 
community.  
Implications 
 This study provides significant evidence regarding the benefit of the availability 
of occupational therapy evaluations within Health Care for the Homeless agencies. 
Understanding of cognitive and functional abilities of clients can enhance care and 
develop more individualized care planning. Additionally, potential problems can be 
detected early in the housing process, in order to develop plans and opportunities for skill 







Incorporation of occupational therapy into Federally Qualified Health Centers 
relies on a full-time, employed occupational therapist to provide ongoing services, 
requiring a financial investment by the agency. The occupational therapist position at 
Health Care for the Homeless Baltimore is funded 34% by reimbursement for services 
and 66% funded by applicable grant programs and private fundraising of the agency. The 
cost to an agency to employ an occupational therapist for one year may range from 
$85,000 - $100,000 per year, which is inclusive of salary, benefits, and cost of supplies 
and other resources.  Each of these funding sources is described in this chapter in order to 
provide examples of potential funding resources for those seeking to implement 
occupational therapy (OT) services within their agencies.  
Reimbursement 
 In the state of Maryland, occupational therapy services are reimbursable for 
services provided to individuals with a mental health diagnosis through the mental health 
Medicaid provider. This reimbursement follows parity laws, ensuring equal access to 
services for individuals with mental health diagnoses. Health Care for the Homeless 
[HCH] is a Federally Qualified Health Care [FQHC] provider; they are reimbursed at a 
flat rate per encounter per qualified provider. Thus, occupational therapy services are 
reimbursed at the same monetary rate as mental health and primary care providers. 
However, there are many clients referred for occupational therapy services that may not 




diagnosis.  For example, an individual with a cerebrovascular accident [CVA] diagnosis 
does not have a reimbursable diagnosis and Medicare does not reimburse FQHC for OT 
services. This gap in funding is addressed by grant funding.  
Grant Funding 
Additional funding for occupational therapy services are from various grants. This 
chapter provides a few examples of the larger grant funding opportunities. The United 
States Department of Health and Human Resources provides a large grant through the 
Health Resources and Services Administration with a goal of “improving health care to 
people who are geographically isolated, economically or medically vulnerable” (HRSA, 
2017). Occupational therapists are listed as a provider within the HRSA grant at HCH. 
Additionally, HCH receives grant funding from the Department of Housing and Urban 
Development [HUD], which requires the agency to “match” the funding received through 
the grant. HCH uses the cost of employing an occupational therapist as part of their 
match amount to meet the requirements of the HUD grant. Funding for the occupational 
therapist position is also included in the Health Center Grant, which covers costs such as 
malpractice insurance. In applying for grants, applications include the fact that HCH 
provides wraparound services, assessment, and client-centered goal setting to meet the 
needs of individuals experiencing homelessness. Offering OT services gives HCH an 
additional competitive advantage exhibiting the breadth and depth of its services. When 
applying for behavioral health and housing grants, OT services are included within 




Additionally, outcomes of occupational therapy intervention are included to support grant 
applications (M. Flanagan, personal communication, May 11, 2018).  
Private Funding 
 Many non-profit agencies use private fundraising and donations to supplement 
programs and services that are non-billable. Health Care for the Homeless in Baltimore 
has used private funding to fund non-billable components of occupational therapy 
services, such as adaptive equipment used by occupational therapists for services.  The 
drawback of using private funding is that it may be variable year to year and may not be 
consistent and predictable, limiting the reliability of this funding source. 
Possibilities of Funding for New Programs 
The following suggestions may be viable ways for agencies to fund occupational therapy 
services: 
• In Medicaid expansion states, investigating reimbursement for outpatient 
occupational therapy services, which may include reimbursement for diagnoses 
beyond mental health diagnoses.  
o Providers may reference parity laws to require their FQHC payer to 
reimburse for occupational therapy services, especially for mental health 
diagnoses, or to increase access to vulnerable populations. 
• Advocate for FQHC reimbursement rates to be increased across the agency as 
wraparound services have become more comprehensive with the inclusion of 




o Agencies may opt to use income generated from FQHC reimbursed 
services to supplement the costs of non-reimbursed services.  
• Apply to various grant programs to support funding for OT services. Major grants 
often used by HCH agencies that can include OT services may include: HRSA 
grants, HUD grant matching, and Health Center grants. Specific grants for 
behavioral services, housing services, and chronic health condition management 
could also reference the occupational therapy position to demonstrate their ability 
to provide client-centered wraparound services, and address functional, housing 
skill, and health management needs.  
• Supplement non-covered services through private fundraising of the agency. 
Conclusion 
Overall, agencies are encouraged to work to incorporate occupational therapy 
services as a funded position through an experienced clinician. Although student and 
educational programs can provide OT services at HCH sites through needs assessments, 
environmental assessments, and brief group interventions, specialized services to address 
the complex needs of this population are best fulfilled by an onsite occupational therapist 
who can build relationships with both the client and providers in the setting (Synovec, 
Merryman, & Brusca, 2018). Funding a full-time position allows for client-centered care 








Description of the Program 
 Occupational therapy (OT) services were integrated into Health Care for the 
Homeless [HCH], Baltimore, a health care agency that provides wrap-around services for 
individuals experiencing homelessness in Baltimore City. OT services were inclusive of 
evaluation and ongoing intervention for individuals referred by their existing providers at 
the agency and allowed opportunity for the occupational therapist to consult with other 
providers to develop team-based care plans. A program evaluation of OT services 
provided at HCH indicated several positive outcomes. These outcomes included: high 
number of referrals to OT due to increased access with on-site occupational therapists, 
perceived value of other providers regarding on-site occupational therapy, improved 
functional outcomes following OT intervention, and identification of cognitive and 
functional abilities of those referred for occupational therapy evaluation. These outcomes 
support the need for expansion of occupational therapy services beyond Health Care for 
the Homeless Baltimore.  
Dissemination Goals 
1. Expansion of OT services beyond the Baltimore Health Care for the 
Homeless agency to at least five other HCH agencies in the United States. 
a. Increase understanding of, and familiarity with, the role of 
occupational therapy for adults experiencing homelessness with 




b. Build a network of occupational therapy practitioners interested in 
building occupational therapy programs at HCH agencies.  
c. Increase knowledge among occupational therapy practitioners of 
HCH agencies to increase program building outside of shelter 
settings.  
Target Audiences 
 National Health Care for the Homeless Council. The National Health Care for 
the Homeless Council [NHCHC] is “a network of more than 10,000 doctors, nurses, 
social workers, patients, and advocates who share the mission to eliminate homelessness” 
(NHCHC, 2018, para. 1). The mission of the NHCHC is to “eliminate homelessness by 
ensuring comprehensive health care and secure housing for everyone” (NHCHC, 2018, 
para. 2). The NHCHC (2018) states that in order to accomplish its mission, the council, in 
addition to other actions, “promotes clinical practices and public policies that will 
improve the health status of people without homes or at risk of homelessness” (para. 2). 
NHCHC is an applicable target to disseminate the findings of the occupational therapy 
program at HCH Baltimore, as evidence supporting effective programming for those 
experiencing homelessness supports its overall mission. Additionally, as a network of 
providers, NHCHC provides the most central way to access providers and agency 
administrators, in order to network and build knowledge of occupational therapy.  
 Occupational therapy practitioners.  A critical element to increasing the access 
to occupational therapy services for individuals served by HCH agencies is the 




experiencing homelessness have existed within shelter settings, often associated with 
educational programs or through grant programs (Parmenter, Fieldhouse & Barham, 
2013; Roy et al., 2017).  Practitioners seeking to engage with this population outside of 
shelter settings often feel they lack the evidence or resources to approach existing 
programs, or that they must enter the agencies through alternative positions other than 
occupational therapist (Holmes & Scaffa, 2009; Lauckner, Pentland & Paterson, 2006). 
By providing a framework with supporting evidence for occupational therapy programs 
within HCH sites, occupational therapy practitioners may feel more empowered to 
approach existing agencies and to develop new full-time occupational therapy positions.  
 By disseminating the outcomes of this program to both NHCHC and occupational 
therapy practitioners, both groups will have increased awareness of each other’s role. 
With increased knowledge of occupational therapy and its effectiveness, HCH agencies 
are more likely to be willing to seek funding and develop new roles within their sites to 
incorporate occupational therapy. Understanding the benefits of occupational therapy 
supports the initial investment of creating a position and necessary funding associated 
with the position. With knowledge and evidence supporting their programs, occupational 
therapy practitioners may feel more empowered to approach agencies and also be more 
knowledgeable about health care settings that directly engage with adults experiencing 
homelessness.   
Key Messages and Methods for Dissemination 
 This section will describe the key messages for each target audience and the 




National Health Care for the Homeless Council (NHCHC). Three key 
messages will be shared with NHCHC in order to build awareness and support for 
occupational therapy programs: 
1. Occupational therapy provides effective interventions to support a healthy 
transition from homelessness into housing, focusing on functional abilities 
and community integration.  
2. Occupational therapy has distinct value from other providers and can 
enhance client care plans through the identification and evaluation of 
cognitive and functional abilities.  
3. Occupational therapy provides holistic, whole person care and can address 
health and cognitive needs that may not be met by other providers.  
Methods of dissemination. In order to address a broad audience of NHCHC 
agencies and providers, several methods will be used to disseminate the key messages 
described above. Each of these methods and relevant supports will be described further.  
Presentations. Within the NHCHC network, there are multiple opportunities for 
presenting information. First, individuals are able to apply to become “Subject Matter 
Experts,” in which the individual offers education to agencies, providers, and the council 
regarding their subject matter area. Becoming a subject matter expert in the areas of 
occupational therapy and cognition would increase awareness and knowledge of 
occupational therapy and its role in addressing the needs of individuals experiencing 




regarding occupational therapy’s role in addressing cognition, which has recently become 
a higher priority for HCH agencies.  
NHCHC hosts an annual conference, during which providers and clients present 
information through posters, presentations, and workshops. In the past, occupational 
therapy presentations have been accepted specifically addressing the issue of brain injury. 
For the upcoming conference, a presentation regarding the role specifically to 
occupational therapy within HCH sites, as well as discussing the model for integration of 
services, can be submitted in order to increase awareness and knowledge and provide an 
opportunity for networking.  
Networking. Although presentations are an effective way to widely disseminate 
information, it does not always lead to action for the participants; sometimes the 
participants are not those who can effect change within an agency. Networking with HCH 
providers, and specifically program administrators and directors, can increase the 
potential for programs to adopt the occupational therapy model. Individual engagement 
allows for administrators to ask questions relevant to their own circumstances and allows 
the occupational therapist to provide more detail regarding the program. Networking also 
allows other relevant individuals to become involved, such as by introducing an 
occupational therapist interested in working for an HCH site to the providers at that site. 
Individual connections which facilitate problem solving across sites may increase the 
likelihood of adoption of occupational therapy into HCH sites. Networking can occur 
through several avenues. Both presenting at conferences and attending conferences 




connection. Using smaller networks within NHCHC to introduce the model allows the 
occupational therapist to introduce outcomes relevant and specific to each network, again 
increasing awareness and interest in the role of occupational therapy.  
 Occupational therapy practitioners. Three key messages will be shared with 
occupational therapy practitioners in order to build awareness of HCH agencies and 
provide a model for integration into HCH sites:  
1. Occupational therapy can be integrated into existing health care agencies 
serving adults experiencing homelessness as a distinct and funded role.  
2. Individuals experiencing homelessness should have access to 
individualized occupational therapy evaluation and intervention.  
3. Integration into HCH agencies enhances outcomes of interventions due to 
the ability to provide team-based care and engage with clients in a safe 
and familiar environment.  
Methods of dissemination. Occupational therapy practitioners are already 
generally aware of issues regarding cognition and the role of occupational therapy in 
addressing functional skills and cognitive abilities. Thus, the primary focus of 
disseminating this program model is to increase awareness of the HCH agencies and the 
distinct value of integrating occupational therapy into these sites as a practice area.  
Presentations. Similarly to the NHCHC, occupational therapy organizations hold 
annual conferences for continuing education and to provide knowledge of practice issues. 
Presenting the outcomes of this program at the American Occupational Therapy 




allowing for practitioners to become aware of agencies and to increase the opportunity 
for networking in order to connect HCH agencies with local occupational therapy 
practitioners.  
Publication. As the outcomes of this program were found to be positive, the 
publication of these outcomes in professional journals will increase the dissemination of 
evidence beyond attendees at a conference. Publication in professional journals allows 
the information to be accessed by a variety of readers and for a long period of time, and 
published evidence is often needed to solicit needed funding or development of a new 
program.  Specific examples of publications may include: becoming a guest editor for the 
WORK journal’s special issue on homelessness and submitting to calls for papers specific 
to mental health, homelessness, and integrated/primary care. Publications in less formal 
venues, such as OT Practice, also provide an opportunity to describe a program model 
and reach a wider audience of individuals.  
Budget 
 This dissemination plan follows a practical and accessible budget. HCH, 
Baltimore provides a yearly continuing education stipend to staff, which assists to cover 
expenses of travel and registration for conferences. In past years, it has covered the 
expenses of attending the NHCHC conference when the provider is a presenter. This 
practice has allowed for national conferences to become accessible to providers and 
would allow an opportunity to present at multiple conferences in a year. Covered in the 
conference registration is the cost of attending sessions, which allows opportunity for 




require an additional cost, as communications through email or phone are accessible 
through the routine communications accessed at HCH.  Membership in AOTA is an 
expense that can be covered through continuing education funds at the agency and is 
already a routine practice of the author. Membership in the NHCHC is free and allows 
access to the smaller networks in which to disseminate information.  As a Subject Matter 
Expert, the expert is given a small stipend for their time when presenting, which can 
additionally cover the costs of travel required. Publication in professional journals 
requires a significant investment in time but does not require a monetary investment of 
the author. See Table 6.1 for a description of costs. 
Table 6.1 
Potential Costs for Dissemination 
Dissemination Method Average Cost 
Presentation at national 
conferences 
$500 Registration (per conference) 
$750 for travel & hotel (per conference) 
Subject Matter Expert $0 – costs of travel covered through stipend 
Journal Publication $0 – does not require monetary investment 
to submit to journals for publication 
Professional Membership $225 per year  (AOTA) 




 The primary goal of this dissemination plan is to increase the number of 
occupational therapy practitioners employed within HCH agencies across the country. 




therapy positions and providers at HCH agencies beyond Baltimore. As the dissemination 
of information and program building efforts often require time and integration into fiscal 
year budgets, it is realistic to evaluate the success of dissemination after a five year 
period. Interim reviews of progress will be beneficial to measure success of short-term 
goals and should be reviewed yearly to assess number of presentations given, 
publications accepted, and number of individuals within the network of interested 
agencies and providers.  
Conclusion 
 Positive outcomes from completing a program evaluation can certainly be 
considered a success. However, when these outcomes are from a novel program, it is 
critical to attempt to share and disseminate these positive outcomes. Health care agencies 
are frequently seeking to improve services and health outcomes and HCH sites are no 
different. Occupational therapy programming within a HCH site has been demonstrated 
to be effective at offering distinct interventions that enhance client outcomes. 
Unfortunately, occupational therapy services are highly limited across HCH agencies in 
the United States, limiting clients’ access to services and possibly limiting the success of 
interventions at these agencies. By disseminating these outcomes, agencies will have an 
opportunity to increase their knowledge of the benefits of occupational therapy and take 
corresponding actions in order to develop their own occupational therapy programs. By 
increasing programs across HCH sites, many more individuals will have access to 








The needs of adults experiencing homelessness are complex and multi-faceted. Adults 
experiencing homelessness may be managing multiple chronic health conditions, as well 
as attempting to manage economic and social barriers limiting their ability to transition 
from homelessness into housing (Baggett, O’Connell, Singer, & Rigotti, 2010; National 
Law Center on Homelessness and Poverty [NLCHP], n.d.; Topolovec-Vranic et al., 
2017). Although this transition can be difficult, several programs have been successfully 
implemented to address these barriers, including targeted health and housing services 
(Aubry et al., 2015; Zlotnick, Zerger, & Wolfe, 2013). These programs have 
demonstrated ability to successfully engage adults experiencing homelessness in primary 
health care services and to increase access to and maintenance of housing in the 
community (Aubry et al., 2015; Fitzpatrick-Lewis et al., 2011; Lee, Wong, & Rothbard, 
2009; Mares & Rosencheck, 2011; Nelson et al., 2007; Stefanic & Tsemberis, 2007; 
Tsemberis & Asmussen, 1999; Tsemberis, Kent, & Respress, 2012; Zlotnick, Zerger, & 
Wolfe, 2013). These models have demonstrated ability to increase housing and health 
care access; however, they have not necessarily increased individuals’ ability to integrate 
into the community once housed (Baumgartner & Herman, 2012; Cherner, Aubry, & 
Ecker, 2017; Henwood et al., 2015a; Tsai, Mares, & Rosencheck, 2012; Yanos, Barrow, 
& Tsemberis, 2004; Yanos, Felton, Tsemberis, & Frye, 2007). One factor limiting 
community integration, despite improved health and housing outcomes, may be lack of 




skills necessary to live independently and engage in the greater community. Occupational 
therapy research has demonstrated the effectiveness of interventions that increase the 
functional and community living skills of adults experiencing homelessness, as well as 
diagnostic sub-populations that are common among those experiencing homelessness 
(Gutman & Raphael-Greenfield, 2017; Gibson, Jaffe, D’Amico, & Arbesman, 2011; 
Helfrich & Fogg, 2007; Ikiugu, Nissen, Bellar, Maassen, & Van Peursem, 2017; Powell, 
Rich, & Wise, 2016; Radomski et al., 2016; Roy et al., 2017; Speicher et al., 2014; 
Thomas, Gray, & McGinty, 2011).  
 There has long been an awareness of the prevalence of mental health and 
substance use disorders among adults experiencing homelessness and recent evidence has 
indicated a high prevalence of brain injury resulting from traumatic injuries and 
neurological conditions, such as cerebrovascular accidents (CVA) (Hwang et al., 2008; 
Jones et al., 2009; Substance Abuse and Mental Health Administration [SAMHSA], 
2011; Topolovec-Vranic et al., 2017). Although it is well known that each of these 
conditions can impact a person’s cognitive abilities, the prevalence of resulting cognitive 
impairment among adults experiencing homelessness is relatively unstudied (Backer & 
Howard, 2007; Depp et al., 2015; Powell et al., 2016; Sun, Tan, & Yu, 2014). Previous 
assumptions have identified that a likely existence of cognitive impairment may directly 
impact functional skills and abilities, though the evidence supporting this is mixed and 
has relied on neuropsychological testing instead of performance-based evaluation 
(Caplan et al., 2006; Chang, Helfrich, & Coster, 2013; Giles, Edwards, Morrison, Baum, 




Schmitter-Edgecombe et al., 2011; Seidman et al, 2003; Toglia et al., 2017). 
Occupational therapy practice focuses on the functional performance of individuals and is 
able to assess the impact that cognition, related person-factors, and contexts have on an 
individual’s ability to complete necessary independent living skills.  
Occupational therapy provides a solution to understanding the cognitive and 
functional abilities of adults experiencing homelessness. Occupational therapy evaluation 
and intervention can contribute to individualized and client-centered services needed to 
transition an individual into independent housing. Yet, a disconnect remains between 
occupational therapy services and programs that serve adults experiencing homelessness.  
Health Care for the Homeless (HCH) in Baltimore incorporated occupational therapy 
services into their agency as part of routine care in order to address the cognitive and 
functional needs of clients served. A comprehensive program evaluation of these services 
was completed with a goal of evaluating the effectiveness of existing services. This 
evaluation informs occupational therapy practice and homeless services with additional 
evidence regarding the functional and cognitive performance of this population.  
Integration of Occupational Therapy Services 
 Qualitative outcomes indicated that occupational therapy was valued by other 
providers within the agency and that the distinct role and contribution of occupational 
therapy was well understood, especially in regard to addressing cognition and function 
(Merryman & Synovec, 2018). Co-location of services appeared to increase overall 
access to services, with 61 percent of individuals referred to occupational therapy able to 




demonstrated improved functional outcomes, as evidenced by outcomes on the Canadian 
Occupational Performance Measure (COPM) (Synovec, Merryman, & Brusca, 2018). 
The authors concluded that integration of services into Health Care for the Homeless 
likely increased access and supported individuals’ ability to engage in ongoing 
intervention (Synovec et al., 2018).  The goal-centered and targeted focus of 
interventions to address individual and functional needs additionally supported 
participants’ motivation to remain engaged in services (Synovec et al., 2018). This study 
also identified the functional priorities of participants, who primarily identified goals 
relating to activities of daily living (ADL) or instrumental activities of daily living 
(IADL), time and goal management, and cognitive skills (Synovec et al., 2018). These 
results indicate the need for function-based intervention services to address skills such as 
cognition and independent living skills and that these can be uniquely addressed by 
occupational therapy in health care settings serving adults experiencing homelessness 
(Synovec et al., 2018). Additionally, a qualitative review of the role of the occupational 
therapist at HCH indicated that a full-time position for an experienced clinician supported 
the flexible and individualized care for each client within the setting (Merryman & 
Synovec, 2018).   
Cognitive and Functional Abilities of Adults Experiencing Homelessness 
 A quantitative review of client performance on cognitive and functional 
assessments was completed as part of the program evaluation, to identify patterns of 
performance and relationships among cognitive and functional skills. Overall, individuals 




abilities, with the majority of clients falling within categories of mild, moderate, or severe 
cognitive impairment. However, despite the demonstrated cognitive impairment, 
individuals’ functional performance could not be reliably predicted by their cognitive 
performance on the assessments. Although cognition can certainly influence a person’s 
ability to learn new skills and respond to challenges, lower cognition does not necessarily 
result in decreased functional abilities. The results of this evaluation support the 
importance of evaluating cognition and function using performance-based assessments. 
Understanding cognitive abilities can enhance care plans implemented by the 
occupational therapy practitioner and other providers and inform how new information 
and skills are taught. By complementing cognitive assessments with observations of 
functional performance, providers are able to understand existing skills and how 
contextual factors influence performance. Correspondingly, follow-up interventions can 
target specific skills and needs identified by the individual and indicated by assessment 
results. As evidenced by Synovec and colleagues (2018), these interventions have been 
demonstrated to effectively increase functional skills and address goals identified by the 
clients.  
Summary 
 The program evaluation of occupational therapy services at Health Care for the 
Homeless in Baltimore demonstrates the positive outcomes of integrating occupational 
therapy. As evidenced by quantitative and qualitative outcomes, integration of 
occupational therapy addresses both problems presented in Chapter 2. Occupational 




Clients experienced increased access to occupational therapy services, resulting in a 
greater understanding of cognitive and functional abilities by providers and increased 
client participation in ongoing intervention to improve functional skills. The outcomes of 
this evaluation indicate occupational therapy services are beneficial to clients of and 
providers at HCH, supporting integration of occupational therapy services in additional 
Health Care for the Homeless sites. Tailoring this model to the specific needs of each 
community, agencies serving adults experiencing homelessness can enhance the overall 
functional outcomes of their clients, resulting in increased community integration and 


















 Individuals experiencing homelessness benefit from comprehensive services that 
address health and housing needs. Effective programs are those that provide wraparound 
or integrated services, are client-centered, and address the multiple internal and external 
barriers faced by individuals experiencing homelessness (Bonin et al., 2010; Zlotnick, 
Zerger, & Wolfe, 2013). Program models that incorporate these factors include Health 
Care for the Homeless (HCH) agencies, which were designed to meet the specific needs 
of individuals experiencing homelessness and exist across the United States (Zlotnick et 
al., 2013). Although the specific services offered at each agency may vary, each site 
implements core features. These core features include: outreach services, community 
collaboration, co-location of and access to social services through case management, 
medical respite care, and consumer advisory boards (Bonin et al., 2010; Zlotnick et al., 
2013).  As part of the practice model, HCH agencies may include or work with Housing 
First programs in order to address the goals of increasing housing access and 
transitioning individuals out of homelessness. Although these programs see many 
successes, including the transition into and sustainment of independent housing, further 
development of services can address continued needs of their clients, especially in the 
area of community integration (Cherner, Aubry, & Ecker, 2017; Henwood, Derejko, 
Couture, & Padgett, 2015a; Tsai, Mares, & Rosencheck, 2012). Further, program staff 




functional performance and needs of their clients. Understanding cognitive abilities can 
influence how information and services are delivered and knowledge of functional 
performance can support the transition from homelessness, as well as target skill building 
directly to best meet the needs of the client.  
 The National Health Care for the Homeless Council’s Clinicians Network 
recommends that services for adults experiencing homelessness should be integrated, 
interdisciplinary, flexible, and support access to mainstream health care systems (Bonin 
et al., 2010). Occupational therapy (OT) traditionally exists within the mainstream health 
care system; services specifically for those who are homeless often occur outside of 
health care systems, within shelter settings (Roy et al., 2017). This model of occupational 
therapy may be prohibitive as it prevents the OT from engaging in interdisciplinary care 
if the health care providers exist within HCH agencies and not the shelter. Traditional 
models of occupational therapy in mainstream systems may not be structured to be 
flexible to the needs of those experiencing homelessness or may be prohibited by 
insurance requirements. HCH agencies and occupational therapy practitioners have an 
opportunity to minimize these barriers by integrating occupational therapy services 
directly within HCH sites. By doing so, clients will have direct access to occupational 
therapy and said services can follow the structure of the HCH agency, thus reducing or 
eliminating barriers to care experienced elsewhere.  
Why Occupational Therapy?  
 The role of occupational therapy is “the therapeutic use of everyday life activities 




participation in roles, habits, and routines in home, school, workplace, community, and 
other settings“ (American Occupational Therapy Association [AOTA], 2014, p. S1). 
Occupational therapy practitioners “facilitate interactions among the client, his or her 
environments and contexts, and the occupations in which he or she engages” (AOTA, 
2014, p. S11).  Thus, for individuals experiencing homelessness, occupational therapy 
services would consider the restricted context of homelessness along with the client’s 
experiences, skills, and goals. This client-centered process aligns closely with the goals 
of HCH agencies to provide holistic care that addresses the individual needs of those 
seeking services (Bonin et al., 2010; Zlotnick et al., 2013). Occupational therapy 
practitioners are specifically equipped to evaluate the cognitive and functional abilities of 
clients, filling an existing gap in services at many HCH agencies (AOTA, 2013; Giles, 
Edwards, Morrison, Baum, & Wolf, 2017). These evaluations can provide additional 
understanding of client needs, enhancing interdisciplinary care plans. These evaluations 
can also inform the need for ongoing skill-based interventions, which can increase 
independent living and community integration skills. Occupational therapy practitioners 
can implement evidence-based interventions to develop skills and compensatory 
strategies for independent living, self-management, and community engagement, and 
specifically for those diagnosed with mental health diagnoses, traumatic and acquired 
brain injury, and chronic health conditions such as diabetes (Gibson, Jaffe, D’Amico, & 
Arbesman, 2011; Gutman & Raphael-Greenfield, 2017; Helfrich & Fogg, 2007; Ikiugu, 




Anheluk, Bartzen, & Zola, 2016; Roy et al., 2017; Speicher et al., 2014; Thomas, Gray, 
& McGinty, 2011).  
Occupational Therapy at Health Care for the Homeless 
 Health Care for the Homeless in Baltimore integrated occupational therapy 
services, which can serve as a model for implementation at other HCH agencies. Within 
this setting, clients are directly referred to occupational therapy by existing providers. 
Occupational therapy services include: the evaluation of cognitive and functional skills, 
client interviews to determine needs and goals, and skill-based interventions to address 
skill and goal areas identified. The HCH Baltimore occupational therapy program was 
evaluated and several positive outcomes were found, indicating the benefit of integrating 
occupational therapy services. 
 Utilization of services. Providers across disciplines consistently refer clients to 
occupational therapy services and report the benefits of occupational therapy to their own 
clinical care (Merryman & Synovec, 2018). Sixty-one percent of those referred are able 
to engage with occupational therapy on at least one occasion, indicating the benefits of 
co-location to increase access to services. Providers additionally identify that 
occupational therapy provides a distinct perspective that differs from other providers and 
occupational therapy evaluations are especially helpful in understanding the cognitive 
and functional abilities of clients referred (Merryman & Synovec, 2018).  
 Benefits of ongoing intervention. Occupational therapy intervention at HCH was 
found to primarily focus on client identified goals of: activities of daily living 




management (Synovec, Merryman, & Brusca, 2018). Evaluation of outcomes indicated 
that 69% of individuals had statistically significant improvements in performance of goal 
areas and 73% of individuals had statistically significant improvements in satisfaction 
with their ability to engage in goal areas (Synovec et al., 2018). This indicates that a 
majority of clients engaged in ongoing intervention benefited in both improved 
performance and their own satisfaction with their performance, demonstrating 
improvements in skills and quality of life. Both the co-location of services combined with 
the client-centered focus of the interventions likely contributed to the positive outcomes 
and further supports the integration of occupational therapy into HCH sites.  
 Cognitive and functional evaluation. A quantitative analysis of clients’ 
performance on cognitive assessments indicated a significant prevalence (93%) of 
cognitive impairment among those referred to occupational therapy. The high prevalence 
indicates that cognitive impairment should be addressed or accommodated for within 
HCH agencies, as services may need to be tailored to the cognitive and learning needs of 
each client. Further analysis revealed that despite the high rate of cognitive impairment, 
the functional abilities of clients as measured by performance-based assessments was 
highly varied. Cognitive assessments were unable to predict the functional performance 
of clients and the variability in performance indicates the importance of individualized 
assessment and intervention. As indicated by the provider interviews, occupational 
therapy fills a unique role in practitioners’ ability to evaluate and address cognitive and 




functional assessments demonstrates the need for integration of occupational therapy 
services, in addition to access to ongoing intervention and skill building. 
Funding 
 Many HCH agencies are identified as Federally Qualified Health Care (FQHC) 
providers. Funding and reimbursement for occupational therapy services in FQHC 
models is often limited or non-existent, which is a significant barrier for integration of 
services into HCH models (Murphy, Griffith, Mroz, & Jirikowic, 2017). Funding and 
reimbursement is also variable by state, limiting development of a consistent policy to 
address this issue. The occupational therapy model at HCH Baltimore highlights the 
importance of integration of occupational therapy and indicates that seeking funding for 
services is of benefit to HCH agencies and clients. Agencies may seek to pursue policy 
changes within their state to increase reimbursement for services or attempt to fund 
occupational therapy programs through grants and private donors. Although none of these 
are simple or direct pathways, advocacy and funding are worth the effort to increase 
access to beneficial services for clients.  
Conclusion 
 Occupational therapy services provide many benefits for individuals experiencing 
homelessness and can enhance the care already provided by HCH agencies. Occupational 
therapy practitioners will benefit from providing services within Health Care for the 
Homeless agencies, integrating themselves as part of the interdisciplinary care team. 




to address cognitive and functional needs and to further support a healthy and successful 
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Needs of Adults Experiencing Homelessness 
x Individuals who are homeless have higher rates of chronic health conditions, mental 
health diagnoses, and head injury than the general population1.  
x Individuals encounter many barriers to addressing their health needs2.  
x Individuals who are homeless encounter several barriers to obtaining housing, such as 
poverty, lack of affordable housing, and lack of supports to find and maintain 
independent housing3.  
 
Occupational Therapy Services at HCH-Baltimore 
Key Components: 
x Located within the clinic with other providers 
x Interventions continue until goal achievement and at the direction of the client 





x Healthcare for the Homeless (HCH): 
Increases access to primary health care, provides 
wrap-around support services to address health 
and housing needs4 
 
x Housing First & Permanent Supportive 
Housing: 
Increases access to permanent housing, and 
provides ongoing supports and services to assist 
clients in maintaining housing5 
Gaps in Services 
x Targeted intervention for community 
integration 
Previously homeless individuals frequently reported 
decreased community integration after housing6 
x Functional skill assessment and development 
Decreased access to occupational therapy to 
identify and address occupational needs 
x Assessment and modification for cognitive 
skills and abilities 
Cognitive needs are not routinely addressed, and 





Integration of Occupational Therapy 
 
Implications 
The success of the occupational therapy program at Health Care for the Homeless-Baltimore 
indicates a significant benefit to incorporating occupational therapy at other similar agencies.  
 
 
The occupational therapist works with a 
client learning healthy microwave cooking 
Occupational Therapy Practice 
x Co-location within HCH sites can increase access 
to occupational therapy services 
x Interventions located within HCH agencies are 
effective for increasing functional skills among 
clients who are homeless or newly housed 
x Need to assess for cognition and use of 
functional assessments to determine impact of 
cognition  for individuals experiencing 
homelessness 
 
Health Care for the Homeless Agencies 
x Occupational therapy can enhance client  
health outcomes and supplement traditional 
services offered within HCH agencies 
x Increased functional skills can support 
increased community integration once 
individuals are housed 
x There is a need to address cognition among 
individuals experiencing homelessness 
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